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FUTURE OF THE RURAL ELDERLY 



MONDAY, JUNE 13, 1988 

U.S. House of Representatives, 

Select Committee on Aging, 

Washington, DC, 

The committee met, pursuant to notice, at 1:30 p.m., McCray 
Hall, Pittsburg State University, Pittsburg, Kansas, Hon. Bod 
Whittaker (acting chairman of the committee) presiding. 

Members present: Representatives Whittaker and Meyers. 

Staff present: Linda Vander Velde, Kaye M. Drahozal, Ted 
Kimble, .Mary Meriwether and Irene Whitlock. 

OPENING STATEMENT OF REPRESENTATIVE BOB WHITTAKER 

Mr. WnriTAKER. Ladies and gentlemen, I would like to welcome 
everybody here to the hearing. At this time, I would like to recog- 
nize the congressional staff who are here from various offices, to 
participate and^ to gain information. 

I would like to introduce Robyn Henderson of Senator Exon's 
office in Washington; D. D. Lemmond from Senator Dole's office in 
Parsons; Rose Mary Mong from Senator Dole's office in Topeka, 
and Carolyn Williams from Senator Kassebaum's office in Wichita. 

And, then, on my staff, I would like to very briefly introduce 
Linda Vander Velde of my Emporia office, Kaye Drahozal of my 
Washington office. They have been primarily responsible for assist- 
ing with the conference. 

Also, Ted Kimble, Mary Meriwether and Irene Whitlock of my 
office. . 

Ladies and gentlemen, I would like to thank the Select Commit- 
tee on Aging for granting this field hearing on the Future of the 
Rural Elderly. 

America is, indeed, aging. This gra3dng of America is one of the 
most significant demographic facts affecting us today and well into 
the future. 

The first few decades of the 21st Century will see the total 
number of persons over 65-years old double in size. By the year 
2030, the number of people over 65 will at least quadruple. 

While all this shift in demographics affects our whole country, 
its effect is being felt even more strongly in our smaller towns and 
rural areas. The elderly, wherever they live, share the common 
problems of growing older, but those living in the rural areas 
report a much more difiicult time coping with the problems than 
their urban neighbors. 

Why many of these problems center around the geographical lo- 
cation and the lack of access is what we want to explore. Distance 

(1) 
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and low population density magnify the difficulties of inadequate 
m^cal care, low retirement income and lack of transportation. 

But rural America, ladies and gentlemeii, has a tremendous and 
often unrecognized resource. Rural AmericJans have a strong net- 
work of family, church and friends that is unparalleled. 

This network can provide the needed link betvieen being isolated 
and being a part of the community. 

Ladies and gentlemen, there is much reason for hope. 

Today, we have gathered before us people who are involved in 
the day-to-day provision of services to the elderly, who will be ex- 
pressmg their vision of the elderly in rural America. These people 
come from many different area^, mcluding housing, transportation, 
health services. Yet, they share the common goal of providing serv- 
ice m the best way possible, to a segment of our i npulation that is 
gammg m leaps and bounds. 

[The prepared statement of Representative Whittaker follows:] 
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PREPARED STATEMENT OF REPRESENTATIVE BOB WHITTAKER 



I WXILD UKE TO THANK THE SELECT COHKITTEE ON AGING FOR 
GRANTING THIS FIELD HEARING ON THF ?im7RB OF THE RURAL ELDERLY. 

AMERICA IS AGING. THIS GRAYING OF AMERICA IS ONE OF THE 
MOST SIGNIFICANT DEMOGRAPHIC PACTS AFFECTING US TODAY AND INTO 
THE FUTURE. 

THE FIRST FEW DECADES OF THF. 21st CENTURY WILL SEE THE TOTAL 
NUMBER OF PERSONS OVER 65 YEARS OLD DOUBLE 7N SIZE. BY THE YEAR 
2030, THE NUMBER OF PEOPLE OVER AGE 85 WILL AT LEAST QUADRUPLE! 

WHILE THIS SHIFT IN DEMOGRAPHICS AFFECTS OUR WHOLE CX>UNTRY, 
ITS EFFECT IS BEING FELT EVEN MORE STRONGLY IN OUR SMALL TOWNS 
AND RURAL AREAS. THE EU>ERLY — WHEREVER THEY LIVE — SHARE THE 
COMMON PROBLEMS OF GROWING Oli)ER. BUT THOSE LIVING IN RURAL 
AREAS REPORT A MORE DIFFICULT TIME COPING WITH THESE PROBLEMS 
THAN THEIR URBAN NEIGHBORS. 

MANY OF THESE PROBLEMS CENTER AROUND GEOGRAPHIC ISOtATION 
AND THE lACK OF ACCESS THAT USUALLY RESETS. DISTANCE AND LOW 
POPULATION DENSITY MAGNIFY THE DIFFICULTyES OF INADEQUATE 
MEDICAL CAKE, LOW RETIREMENT INCOME, LACK OF TRANSPORTATION, AND 
POOR BOOSING. 

WHEN WE THINK OF THE GEOGRAPHY OF THE ELDERLY, WB OFTEN 
THINK OF FIX>RIDA OR ARIZONA. . .RETIRING IN A WARM CLIMATE. BUT 
THAT PICTURE OF SENIOR CITIZENS IS MISLEADING. KANSAS RANKS 
TENTH IN THE COUNTRY IN ITS PERCENTAGE OF PEOPLE OVER 65 YEARS 
0U>. ARKANSAS RANKS 3rd; IOWA, 5th; MISSOURI, 7th; NEBRASKA, 
8th; AND OKLAHOMA, 2l8t. 

EVEN THOUGH MANY OF OUR AREA'S ELDERLY CXfi MOVE SOUTH 
SEVERAL YEARS AGO, WE ARE BEGINNING TO SEE WHAT DEMOGRAPHERS CALL 
"COUNTER-MIGRATION." THOSE PEOPLE WHO WENT TO WARMER PIACES IN 
THEIR EARLY RETIREMENT YEARS TO LIVE OUT THE REST OF THEIR LIVES 
ARE MOViriG BACK HOME TO BE CLOSER TO FAMILIES AND LIFE-LONG 
FRIENDS. MANY OF THEM ARE M0.1NG BACK TO OUR RURAL AREAS. 
APPARENTLY, THE GRASS IS NOT ALWAYS GREENER ON THE OTHER SIDE OF 
THECOCCTPYt 
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Mr. Whittaker, At this time, I would like to call on my es- 
teemed colleague and personal friend from the Kansas delegation. 
She is very much responsible for this hearing, being on the Select 
Committee on Aging. I would like to^ welcome my colleague, Con- 
gresswoman Jan Meyers, /or an opening statement, 

Ms. Meyers. Thaiik you. Bob. 

STATEMENT OF REPRESENTATIVE JAN MEYERS 
Ms. Meyers. Thank you. 

One of the most urgent needs — can you all hear in the back 
there? Does this microphone carry well enough? 

One of the most urgent heeds facing Kansas and the Nation is 
rural health care. As a Kansan, as a member of the House Select 
Committee on Aging, as a concerned citizen, as a friend of Bob 
Whittakei^s, it is really a privilege to be here today to address this 
vital issue, and it is especially appropriate to be talking about rural 
health care here in Kansas, rather than in Washington, D.C., and 
that was one reason why I was pleased to be able to work with Bob 
and get this Select Conimittee hearing here. 

I think it is fair to say that there is a heightened awareness in 
Congress of the problems associated with rural health care. Trans- 
portation, availability of services, costs. Medicare reimbursement 
rates, availability of doctors and nurses. 

As many of you know, the week of May 15th was declared Na- 
tional Rural Health Awareness Week, and the resolution states a 
number of interesting things. That Rural Americans account for 
nearly 25 percent of the population, but are served' by only 12 per- 
cent of the Nation's doctors, 18 percent of the Nation's nurses, and 
14 percent of the Nation's pharmacies. 

The resulting health status of rural Americans remains signifi- 
cantly lower than that of urban Americans with rural Americans 
showing a disproportionately higher rate of maternal and infant 
mortality, irjury and chronic illness. 

Accessibility to the available health care services in rural Amer- 
ica is limited, not only by the lack of transportation, but also by 
the fact that more rural residents are uninsured. 

Closures of rural hospitals and other health care facilities which 
have a severe impact on their communities continue to spread 
across the rural areas of the Nation. 

Furthermore, several important provisions were included in the 
budget reconciliation bill for fiscal year 1988. That is the one that 
we passed last December for fiscal year 1988. 

First, the bfll authorized grants to assist small rural hospitals 
and their communities in the planning and implementation of 
projects, to modify the type and extent of services that the hospi- 
tals provide in order to adjust to the various changes in their popu- 
lations. 

This planning could involve changes in service population, clini- 
cal practice patterns, demand for acute care in-patient hospital ca- 
pacity, ability to provide appropriate staffing for in-patient hospi- 
tals, demand for ambulatory and emergency services, demand for 
appropriate integration of community health services. 
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The President recommended funding for this program in fiscal 
year 1989. The Appropriations Subcommittee on Health has yet to 
report its recommendations. We should know what that recommen- 
' ii5P^ ^ ^^^^ Appropriations Committee in a few weeks. 

The reconciliation bill created an Office of Rural Health Policy 
withm the Department of Health and Human Services. Its charge 
is to coordinate all rural health care issues and be a voice for fur- 
ther reforms and innovative approaches. It should be a real advo- 
cate for rural America. 

A position in a rural health care manpower shortage area will 
get an additional 5 percent repayment in addition to the Medicare 
repayment. It also increased the reimbursement for rural health 
clinics from $32.10 per visit maximum to $46 per visit. 

Furthermore, it said that psychologist services in rural mental 
health clinics are made reimbursable and direct reimbursement is 
authorized for psychologist services furnished at community 
mental health centers. 

Another important provision requires peer review organizations 
to take into account special problems associated with delivering 
care in more remote rural areas. The availability of alternatives to 
hospitalization and distance from a patient's residence to the site of 
care. 

These are important steps, but the effort must continue. I am 
sure that you are all aware that just this last week, the House 
passed the Catastrophic Care Bill. The Senate approved the Confer- 
ence Report on Catastrophic Care. The Senate has approved the 
report, and I am sure the President will sign it if he has not signed 
the bill already. 

IWs provides not only additional care in hospitak for the elder- 
ly, but also provides for pharmaceutical drugs after a certain de- 
ductible, and I think will give the elderly, both rural and urban, in 
this countty a great deal of peace of mind. 

If other constituencies are like mine, they probably would have 
preferred that we address the long-term care issue first and the 
catastrophic issue second, but that is not the way that it worked. 

But that is not the way that it came before us. ! voted against 
the Catiastrophic Bill when it was before the House the first time 
for that very reason, because I did want to address long-term care 
first 

But I did not win that one. Catastrophic Care was before us. I 
think it was in pretty good shape when it came back from the 
Senate m conference form, and, so, I did vote yes the second time. 

I look forward to hearing what our conferees have to say today. 

Thank you very much for asking me to be with you. 

Mr. AVhittaker. Thank yov, Congresswoman Meyersi 

At this time, ladies and gentlemen, we are going to call our first 
of three panels of witnesses. Because of the diversity of material 
that we need to cover and the need to conclude sharply at 3:30, we 
are goin^ to have to follow a very rigid schedule of allowing each of 
the participants 5 minutes. This will allow us some time for ques- 
tions. 

There are also a couple of folks who had additional material that 
they would like to present today. 



If we have time, and if we are able to stay on schedule, I would 
like to give Linda Reinhart from the Kansas Farm Bureau and Jim 
Garrison from Southeast Kansas Community Action an opportuni- 
ty to present their material. If we cannot, we will have a place in 
the record for them to present whatever testimony they might 
want. 

So, with the first panel, I would like to call before us now Monda 
Spool, Director of the North Central/Flint Hill Area Agency on 
Aging from Manhattan, Kansas; Karen Olson, Combinations, Incor- 
porated, Olivette, Missouri; and Ron Beane, Department of Elder 
Affairs, Des Moines, Iowa. 

Thank you, ladies and gentlemen, for being here. 

♦Monda, why do we not stert with you? 

STATEMENT OF MONDA SPOOL, DIRECTOR, NORTH CENTRAL/ 
FLINT HILL AREA AGENCY ON AGING, MANHATTAN, KANSAS 

Ms. Spool. The North Central/Flint Hill Area Agency on Aging- 
serves an 18-county community comprised of approximately 54,000 
persons age 60 vears of age or older. 

These individuals live in varying degrees of independence, from 
total independence with the ability to perform adequatelv daily 
living tasks to total dependency, unable to perform even the sim- 
plest of tasks for daily living. 

The aged population is dispersed throughout a predominantly 
rural geograohic region comprising approximately/ "20 percent of 
the state land area. 

Access to services for these rural residente is affected by primari- 
ly three factors. A means to access, such as transportation. Knowl- 
edge to acce^, knowing what services are out tnere and how to 
apply for those services. And the availability of the service network 
to meet the needs. 

types of services that are available to the rural elderly vary in 
the degree of sophistication provided and in the frequency of serv- 
ices being available. 

For these reasons, the linkages between and among care service 
providers bckromes a crucial element in the effective and efficient 
delivery of adequate services* 

The Area Agency on Aging has used innovative linkage solu- 
tions. The North Central/Flint Hills Area ^ency uses 41 nutri- 
tional sites as focal community access points. This network enables 
elders at the community level to access assistance. 

In addition, the Community Services for Aging Program, a direct 
service program provided by the Area ^ency, provides a similar 
service linkage to core groups of 115 senior volunteers. This volun- 
teer network provides assistance to older persons attempting to 
access services. These volunteers directly link the older person to 
the helping professional. They serve as peer counselors and per- 
form outreach activities to expand community knowledge of avail- 
able services. 

The Area Agency also publishes a regional newspaper reaching 
currently well over 17,500 older persons. Readers are provided with 
current information on what types of services are available and 
what current legislative issues are affecting their lives. 
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In fwcal year 1988, from October Ut until April 30th, 887 CSA 
participants sought such service linkage. The types of requests that 
^«re broken into categories of general aging services. 
puWic benefits, consumer issues, nursing homes, leged and an array 
of miscellaneous types of health service assistance. 

Twenfy-two percent of those that requested for information 
"I'ormation on transportation. Twenty-five percent of the 
individuals needed help with energy assistance. Forty-one percent 
made requests related to insurance, filling out claim forms, what 
^yp« of benefits were available to them. 

The CSA program is but one method existing at the local level to 
a:d rural residents access programs and services. 

AnoUier innovative program is the RURAL ACCESS project 
which IS a special activity sponsored by the Area Agenpy and we 
are the administrating agency. 

. ^J/S-*^ ^Sl^Pj? ?f * cooperative effort among the North Cen- 
trol/Flmt Hills AAA and 15 other agencies in Riley County, The 
17-month project focuses on developing a computerized directory of 
pertment oervices for the county's elderly citizens and in dissemi- 
natmg mformation concerning the Riley County. 

The message that we are trying to impart is that within the use 
of one phone call, the general public can be linked to what is avail- 
County and in the City of Manhattan. The directory 
itself wiU be computerized on a data bank. 

Each agency is working in cooperation to not only provide gener- 
al service information, but also to attempt to coordinate other 
typ« of help that the elderly require. 

The last example that I would like to give is the Glen Elder 
WMk Connection, which serves as an example of providing in-home 
"i^f^' ^ handyman and chore services, in a very rural 

elder of our service area. 

Job seekers participate in this low-cost new program by provid- 
ing mformation on their skills and work experience. Mowing, 
wndow cleaning, cooking, driving and grocery shopping are some 
or the types of things these workers can do. 

The available workers are listed at our nutrition sites, on the 
Senior Center bulletin board and also in a monthly newsletter The 
center staff Imks the senior to the worker. This program so far has 
cost our agencv approximately $900. The program, which has been 
efiective and also fairly inexpensive, is a direct result of taking cur- 
rent personnel (W)sts and pooling those costs so that we can be inno- 
vative m this effort. 

In conclusion, I would like to say that the needs of rural elders 
do not vary that much from their urban counterparts. The methods 
used to Imk and coordinate aging services in a rural community 
are as diverse as the types of communities which span our great 
State. 

Coordination, effective linkage systems, and cost containment are 
the components necest^ry to build those systems which serve the 
old. 

Thank you. 

[The prepared statement of Ms. Spool follows:] 
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PREPARED STATEMENT OF MONDA SPOOL 



The North Central-Flint Hills Area Agency on Aging services an IS-coun^y 
cossaunity comprised of approxiraatcly 54,000 persons age 60 years of age or 
older. THl'Sc 'ndividual^ live in varying degrees of independence from total 
independence with the ability to perforn adequately daijy living tasks to 
total dependency unable to perform even the siaplest of daily living tasks. 
The aged population is dispersed throughout a predoninately rural geographic 
region comprising approxioately 20 percent of the state land area. 

Access to services for these rural residents is affected by the prinary 
factors of: 1) aeans to access* i.e., transportation; 2) knowledge to access; 
and 3) service network available to ceet the need. Types of services available 
to the ruial elderly vary in the degree of sophistication provided and. in the 
frequency of service availability. As an example, nedical facilities housed in 
Salina service adjoining countios where such facilities are not available. The 
physical facility location linits the frequency of services availaule to the sur- 
rounding communities. The North Central-Flint Hills Area Agency on Aging di- 
rectly provides nutrition, connunity services, eiaploytcent , and Keynotes , a 
regional newspaper to the connunity. The agency contracts on the local level 
to purchase in-home services* accessing services, and to support senior facilities. 
Mental health, incotre maintenance, nedical and housing services are typical types 
of local services available in a rural area. 

Linkages between and among service providers become a crucial element for 
the effective and efficient delivery of adequate services. 

Problems which arise as eldeis seek assistance vary from inadequate services 
existing on the rlocal level to lack of knowledge for identifying sources of help. 
Coordination difficulties also, add to the problem. Sheer geographic distance to 
service providers* facilities also contributes to difficulties associated with 
receiving needed services. Lastly, the additional unit cost increases in a 
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rural setting by virtue of geography, numbers served in sparsely populated 
regions and overall operational service delivery costs. 

Foraal/inforaal service providers exist in varying degrees throughout a 
rural region. Often tiaes, there is a genuine la k of fornal service providers 
to seeC the aulciple needs of the aged. Where foi-.l structure exists cniltiple 
service functions fall to a single organization out of necessity to provide 
this help. Due to costs and Ixoited availability of resources the eultiple- 
function organization can core adequately address service needs. These rural 
organizations through pooling of resources, professional talent, and cose 
sharing can orovide nn adequate level of coraaunity services. 

The Area Agency has used innovative linkage solutions. The North Central- 
Flint Hills Area Agency on Aging uses 41 nutritional sites as focal coanunity 
access points. This network enables elders at the cosasunity level access 
assistance. In addition, the Coaaaunity Services for Aging program (CSA), a 
direct service program sponsored by the Area Agency, provides service linkage 
through a core group of 115 volunteers. The volunteer network provides assis- 
tance to older persons atteopting to access services. These volunteers directly 
link the older person to the helping professional, serve as peer counselors, 
and perforo outreach activities to expand cooaunity knowledge of available 
services. The Area Agency publishes a regional newspaper reaching approxitsately 
17,500 elderly persons as another technique to improve service accessability. 
Readers are provided with current information on services available and on how 
to access these services. 

For Fiscal Year 1988 during the period October 1, 1987 to April 30, 1988, 
88" CSA participants nought service linkage. The types of requests received 
were categorized into aging services, public benefits, consumer, nursing home, 
legal and miscellaneous. Twenty-two percent were requests for transportation, 
25 percent were requests for energy assistance, and 41 percent were requests 
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for insurance assistance* i.e.* filing for benefits. The CSA progrna ;s but 
one cethod existing at the local cosaunity level to aid rural residents access 
prograas and services. CSA interfaces on a regular and frequent basis with 
local providers to coordinate assistance provided to the elderly- population. 

The RURAU access project is another cxasple of a cooperative effort aaong 
the North Central-Flint Hills Area Agency on Aging and fifteen other agencies, 
hospitals* nursing hosu^s, etc.» in Riley County* The seventeen eonth project 
focuses on developing a computerized director^,* of pertinent services for the 
county's elderly citizens and m dissealnatmg inforsation concerning the di- 
rectory to the elderly throu^ various outreach activities. 

Accessing the directory say be accomplished easily, v'ith one phone call, 
hovcvcr; public av'areness of the directory cill require other outreach efforts. 
Aside froa publicity t the project includes the gatekeeper prograa where cocaunity 
service people say learn about the directory and disseainate that inforaation to 
their clients. Participating agencies in the grant cay also pass along nev's of 
the directory through their involveacnt in caregiver trainings provided by the 
grant » and through agency newsletters, and other v*ord-of-aouth activities. 

The directory itself incorporates a cosprehensivc listing of services for 
the elderly ranging froa those provided by foraally organized agencies to in- 
foraal cervices provided by volunteers or other individuals. The directory will 
provide a one-stop way the elderly and their faailies/caregivcrs may obtain in- 
forcation on services currently available to the eldrrly. The directory will also 
contain valuable inforaation on aany services previously knovn only to a liaited 
nusber of husan service staff. Conputerizing this type of inforaation is con- 
tingent on each agency's willingness to contribute toward a cause which will not 
only help the elaerly live core independent lives but will assist agencies in 
Bore effectively seeting the needs of the elderly in our county. 

Successfully building the entire systea requires participation, support. 
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and a coason unier:scanding of* the project's goals frox all «'^cncies involved. 
Early in the project, the Project Coordinator net wlta-each a^^ncy's adainistrator 
and project repr^^enxacives to review the project, foster a sense of teaawor* , and 
stress the mitual benefits ench agency will receive froa the project. Since then, 
the Project Coordinator and the Project Director have aet aonthly with the sub- 
contractors of Che grant r followed by sonthly ceetings asiong all participating 
agencies. 

To facilitate a coo^r&cive spine agencies have been encouraged co join 
in group. decision'Saking on various aspects of the grant. Alchough at times 
this has delayed costplecion of a few data related cocponents of the grant, it has 
also increased agencies' interest in the project and a desire to "see it through." 
The project often addresses certain eatters of "turf" and, therefore, it is ex- 
crcsely iaportant chat agencies are given the opportunity to express their 
interests and participate in the decision-s:aking process. It is hoped at the 
coapletion of thf'i project r**ac a coaputerized inforaation and referral accessing 
tool will be in px~ce. 

Glen Elder Work Connection serves as an example of service linkages co 
ocec in-hooe needs for handyaan and chore services. Job seekers participating 
in this low-cost new prograa provide inforaation on skills and work experience. 
Mowing, window' cleaning, cooking* driving and grocery shopping services are pro- 
vided by these workers. Available workers are listed on a Senior Center bulletin 
board and conthly newsletter. The center staff links the senior to the worker. 
Six Bonth budget to fund this service was $900. The prograa was coordinated with 
other services being provided by center personnel which reduced the costs for 
the Work Connection Prograa. 

Conclusion " 

The needs of rural elders do not vary froa those of their urban counterpart. 
The netho^s used to link and coordinate aging services in a rural coosaunity are 
as diverse as the types of cosaunities which exist across rural Kansas. 
Coordination, effective linkage systess, and cost containaent are the coaponents 
necessary to build those systeas which serve the old. 
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Mr. Whittaker. Thank you, Monda. 

I would comment that for the future panelists, we do have a 
young lady here at the front that will indicate for you how much 
you nin over and when we really need you to kind of wrap it up. 

We will place your entire testimony into the record. 

Our next speaker is Karen Olson of Combinations, Incorporated, 
from Olivette, Missouri. 

Welcome* Karen. 

STATEMENT OF KAREN OLSON, PRESIDENT, COMBINATIONS, 
INCORPORATED, ST. LOUIS, MO. 

Ms. Olson. I am Kaii^n Olson, President of Combinations, Incor- 
porated, from St. Louis, Missouri. 

Qtur company provides shared housing alternatives for compan- 
ionsfiip or financial and personal assistance based on compatibility 
matching. We also ofiTer pre-evaluated rental referrals and caretak- 
er services for vacant homes awaiting sale. 

Distinguished members of this hearing, I thank you for the op- 
portimity to present the testimony here today. 

As required, I have submitted to the committee a written over- 
view of certain aspects of housing for the rural elderly. I hope your 
busy schedules will allow you to look at the individual and specific 
points that were made in that overview. 

The elderly often think in terms of either remaining in the home 
in which they spent their mature years or relocating to a retire- 
ment conmiunily somewhere in a warmer climate. But, in fact, 
people seldom die in the home in which they have lived and 
moving South often is beyond their health or their pocketbooks. 

The vast majority will have to consider a variety of other ar- 
rangements and experience much change. We need more housing 
options available, particularly for the early interim basis of retire- 
ment, and we need more public retirement counseling to prepare 
our elder population and their families to recognize and confront 
and work through the need for change. 

If they can work through this important time in their lives, they 
will be able to make gobd decisions when the time comes, rather 
than making hasty ones under the pressure of a crisis. 

T would like to share with you two typical situations we have en- 
countered during our homo sharing activities in Combinations. 
They particularly address the elderly housing needs. Both show 
how much change can be required in the rural aged. Each will 
show how home sharing reduced the number of changes or allowed 
people to retain their independence longer. 

In the first, it is an 85-year old woman who came to us seeking a 
home sharer to live with her in a retirement hotel. The con, him- 
self a retired fanner had relocated to a one-bedroom condominium 
and could not take care of the mother. She had moved from the 
farm years ago to an apartment in town, and as she became more 
frail and could no longer drive, she then moved to the retires?ent 
hotel in the city close to public transportation. 

While there, she fell and broke a hip, necessitating hospitaliza- 
tion followed by a period in a nursing home, and then a boarding 
home before going back to the retirement hotel. 
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This IS the point at which they came to us to find a home sharer 
willing to give her assistance and make it possible for her to return 
to the apartment hotel. Some time later, she needed additional sur- 
gery which put her back in the hospital and then again to the 
nursing home. She died there at 89. Eight major changes in 5 
years. 

The second situation involves two elderly women for home shar- 
ing. One of them was living in a rural setting. Lena Rose was 64- 
years old. She had recently nursed her husband through a terminal 
illness. This catastrophic illness had wiped them out financially. 
She had to sell bq^h her house and her car. 

She had come to St Louis to live with her son. After a couple of 
months of her grandson sleeping on the couch to accommodate her 
and a couple of ai^uments with her daughter-m-law, she came to 
Combmations. 

After a . thorough interview, checking five references and a credit 
check, we began to search for appropriate home sharing situation 
for her. We advertised in daily and monthly publications. Finally, 
we foiMd the right person through a referral firom a social worker. 

She was Helen Green, a 77-year old woman *vith a small two*ed- 
room house and one and a half acres in the country, who had only 
a small pension and was findmg utility bills hard to meet She was 
also having difficulty maintaining both her hoa<.e and her garden, 
a necessity to keep her food costs down. 

I^na loved the house and was an excellent cook. She paid for one 
half of the utilities and any food purchased. They had individual 
hobbies but shared interests. One of them said, "What a good way 
to end a fruitful life." 

These two histories show how home sharing generates living so- 
lutaons that are not usually available to the rural elderly. 

In contrast to a person living with relatives, despite the family 
ties, it is not always a good or possible arrangement And in con- 
trast to the institutional situation designed for large numbers of 
people, home sharing utilizes the matching skills of a caring profes- 
sional to provide the potential for the development of a real friend- 
ship and a pooling of resources with a mmimum amount of change. 

I would also like to make a couple of comments about two other 
early interim housmg solutions. The coop is another form of house 
sharing This arrangement reduces the responsibility for a person 
canng for the home to provide a homelike atmosphere, companion- 
ship, security, and self*detennination within a group, but not in a 
non-mstitutional settmg, and is appropriate for both singles and 
couples. 

Selectives. This is a housing solution that keeps the older person 
within their community so as to avoid some of the problems of 
breaking ties with their existing support network and because of 
the smaller size of the planned retirement community, its residents 
remain blended in the community as a whole and do not experi- 
ence the isolation of aged lunitations. It is also aporopriate for both 
singles and couples. 

Thank you. 

[The prepared statement of Ms. Olson follows:] 
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Testimony by Karen Olson, 
President, Combinations, inc. 
St. Louis, Mi ssour i 



Combinations, inc. is a company that provides shared housing 
alternatives for companionship or financial and personal 
assistance, based on compa t ibt I i ty ma tch ing. It also offers pre-* 
evaluated rental referrals and caretaker services for vacant hones 
awaitint sale. 

BRIEF OVERVIDV OF THE i10USlN3 PROBLEM OF TIIE AGING 
The housing problem of the aged is enormous: 

— In 1985, the elderly numbered 28 million (12% of the United 
States population). 

Since 1900, life expectancy in the United States has increased 
30 years (males, 71; females, 78). 

— in 198S, 30^ (8.1 million) of all non->inst i tut ional ized older 
persons I ived a lone. 

— When people retire, they do not typical ly move. Older people 
prefer to make adjustments wi thin the home they already occupy 
or at least in their local environments. (Leo Baldwin, 
Coordinator, Housing Programs, Amer i can Assoc i at ion of Retired 
Persons. ) 

A clear picture emerges: the need is enormous; the elderly need to 
be aware of all their housing options; alternative housing programs 
should exist that will help them remain in their homes or at least 
continue to actively live in their home communities; and the 
corrmunity should be prepared to assist in housing transitions. 
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HOUSING SaUTIONS OFFEKEO BY COMO I MM I , INC 

Combi nations. Inc. provides four divisions that service the housing 
needs of the elderly in a variety of ways. Since opening in 1984» 
it has served over 4000 older and younger applicants with an 
overall 95% success rate. 

Combinations meets the great need for interim housing among the 
elderly, who may not be ready for institutional housing. We 
procure conveniently sized and equipped apartments or houses or 
homesharing companions to provide for income and/or companionship 
and services. For people moving to smaller quarters we provide 
caretaker service for their vacant home until it is sold. 

Honiesharing helps to fulfil the 3-part recipe for elderly 
happiness: good health, economic security, and viable 
companionship. It lessens loneliness and anxiety and provides 
built-in friendship. There are several homesharing options. Two 
elderly people may share only household expenses and chores. An 
elderly person needing more attention may have their needs met by a 
homesharer who pre-agrees to the assistance to be given: from 
cooking and cleaning to errands, transportation, or non- 
professional care for the disabled. The sharer m>y receive rent- 
free accommodation or a small allowance. The sharer becomes a part 
of the household, not ah employee. 

Combinations' homesharing processing includes: 

1) Compatibility screening of both parties to a match, including 
personal interviews (at office or home) to discover likes, 
dislikes, interest, attitudes, needs. Refrences are checked; 
credit checks are made. Compatibility screening requires 
considerable experience and expertise to provide candidates 
suitable to 2 r^nge of situations. It is the key element to 
the success of a match. 

2) Writing and inserting line advertising in local publications, 
handling all correspondence, and maintaining confidentiality. 

3) Coordinating all contacts and appointments between applicants. 

4) Providing a 30-day trial period, during which the match is 
tested. Should any irresolvable problems occur, the search is 
reinstituted at no extra cost. 

As Combinations, Inc. has operated out of one urban loc .tion, our 
service has been geographically limited to urban and suburban 
needs. But 4 years of experience with Seniors has helped us to 
identify, adapt to, and cater to the needs of the elderly in 
general, providing us knowledge and skills that can be extends i to 
the needs of the. rural elderly as well. 
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PRCX'LO.IS SPECIFIC TO RURAL. ELOKKLY 

1) .'.ted i ca I . The burden on one person (elderly spouse or child) 
caring for an elderly person can be very taxing. Thei c is 
often a need for neighbors to monitor the elderly. Medical 
services are limited or distant. Transportation to medical 
facilities is difficult. County assistance with medical 
expenses may leave the elderly to pay for extra cos\s and 
equipment rental. Nur se-> i n 1 1 1 at ed hyi^iene may be infrequent 
and irregular. 

2) Tr anspor ta t i on . The elderly person who does not drive is very 
confined and dependent on others. Goth shopping and recreation 
are curtailed, livcii Me who drive may bt housebound by 
i ncl cmcn t wea ther . 

3} Home maintenance . The elderly find it hard to keep up with 
home and yard chores. Power cuts may be paralyzing. Amenities 
may be limited, e.g., possession of only a wood-burning stove 
that may be too nujch for one person to keep going. 

^) N"t>*tion and se I f -ma i nt enance . Often the elderly neglect or 
are unskilled in the preparation of regular meals. Knowledge 
of good nutrition may be lacking. Clothing may be neglected, 
both as to repair and cleanliness. 

5) Companionship and recreation . The need for company may be only 
sporadical ly met. For the most part social organizations exist 
in town. Access to recreation (movies, library, senior center, 
etc.) nay be limited by distance or inability to tr2vel. 

6) Rental options . Often in rural areas, rental apartment! ire 
not nearly as available as in the city, ii the elderly cannot 
continue to handle their own hoine alone, alternative housing 
options are fewer than for the city dweller. 

7) Control . The elderly often feel a loss of the power to control 
their own lives (a loss often heightened in a nursing home) 
and they need encouragement to go on caring for themselves and 
staving active. Reliance cn neighbors and outside friends 
becomes an imposition. Self-reliance needs to be continually 
r e-af f i rmed and housing situations must be developed to 
encourage it. 
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THE FOTURE OF IKXJSItJG KOR THE RURAL riDCRLY 

y/e offer several suggestions to meet the housing needs of the rural 
elder ly: 

A) l<I.tESllAKINS 

One of the most important keys to solving the elderly's housing 
problems is single or multiple hoineshar i ng. The benefits are 
obvious: companionship, greater security, lower expenses, and 
someone there if you need them. It also reduces the financial 
burden on the State. 

The key to homeshanng is the matching of people together and a 
hocnesharing referral program to accomplish this requires the 
following components: 

1) it must be affordable. Combinations charges a fee of )73 that 
barely covers the cost of processing and has still had t) turn 
away hundreds that could not afford that minimal fee. A 
sliding scale would make the program accessible tc triple the 
volume 0 f app I i cants . 

2) Services must be available to everyone. To meet the rural need 
we propose a referral service with the following features: 

[a{ One main metropolitan office that handles local 
applic.nts, data storage, and matching processes. 
|b) Satellite offices that have one or two counselors whose 
responsibilities are to Interview applicants and handle the 
local part of the search. All applicant information is then 
transferreJ to the main computer system for storage and 
retrieval. Since the matching of candidates is a highly 
skilled endeavor, the central counselors will do this in 
consultation with the local interviewer. There are two 
advantages to this sysiciii: No local conmunity is wholly 
dependent on its o>vh local resources, but the familiarity of 
the local counselors with their connunity will be fed into the 
central processing. 

|c| A strong network with social workers and medical 
profess i onal s . 

B) RETIRMNT COUNSEL I^C 

There ncet' to be more encompassing retirement counseling programs - 
not Just company sponsored programs but public programs available 
10 the cnployed and also to the spouses antt to the non-employed. 
The programs that exist now typically address the financial 
concerns of the elderly. We need programs tha* are concerned with 
the human elements: \Vliat if I have a stroke? What i f my spouse 
dies - will I be able to maintain my home? Viliat are my options? 
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C! COMPARATIVE STUDY OF PROGRAMS ELDERLY 
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EXISTING OPTIONS 

Independent livinfi 

(1) Continue to live' in own lio<nc. 

(3) Uuy tm4llcr home or cundoniniuo. 

Kent 1 house, coiiduniiiiun, or iturtmcnt. 

(4) .Mobile hoine. 

(5) Retort ccnmunlty. 
Semt-i ndependent livinc 

(1) Hunieshir inc. 

(2) t Ivjnt in own hoo)e and hirtns pirt-tlmc nursinc or homcmiklnt 
profe»ilunits. 

(3 ) LIvint li. own hoac and attending day care centers or day 
hospi tali . 

{A) LIvint if retirement cooinjnity with or without health an^ 
cusf^^UI services. 

(5) Llvln( 111 apartment hotel. 

(6) Low Incorae and public rental housing* 

(7) Retirement apartment houses. 

(8) Retirement hotels. 

(9) Licensed boarding house where elOerly live in protected 
situations and receive help with daily care K'ven by non- 
medical staff. 

(10) Llvlnt with relatives. 
Oependent living 

(1) Retirement hoac with health and cust^idial services. 

(2) Licensed board and care homes with professional nurslnS care. 

(3) Intermediate (.are nursins institutions. 

(4) Skilled ntirsinc care Institutions. 

(5) Hospital. 
|6) Hospice. 

C) GUlPlr^ nilLOSOPHY 

"People come first in every situation." This is the £uld/ - - 

oriented philosophy at Combinations, Inc. In desitnInK . * 
is easily lost to other concerns but wc need to constan.^ . 
ourselves of It: The system rnust be responsive to the users' / 
adapted to their needs. Too often the elderly have been dealt with 
with a view to our needs rather than theirs. Available options are 
not always desirable because movinc the elderly from their familiar 
setting can be a shock that leads to earlier deterioration. 

1 conclude this testimony with a tribute to this Con£resslonal 

Coimiittee for its foresight In cocmenclnt this dialogue on the 

possibilities for the future in this important area of the elderly 
and their needs. 
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Mr. Whtttaker. Thank you very much for that excellent state- 
ment. 

Mr. Ron Beane comes, to us from the Department of Elder Affairs 
in Des Moines, Iowa. 

STATEMENT OF RON BEANE» DEPARTMENT OF ELDER AFFAIRS, 
DES MOINES, IOWA 

Mr. Bbani. Congresswoman Meyers and Congressman Whitta- 
ker, thank you for this opportunity to share perspectives concern- 
ing rural transportation for the elderly. 

I am Operations Administrator for the Department of Elder Af- 
fairs. As advocates for elders in predominantly ruwd states, we 
know that almost eveiy service designed to encourage independ- 
ence among rural elderly is dependent on the availabUity of acces- 
sible, affordable transportation. 

I also am the Chairman of the Transportation Accounting Con- 
sortium, a group of 8 states, of Arkansas, Colorado, Florida, Iowa, 
Massachusetts, Michigan, North Carolina and South Carolina, 
which was formed 9 years ago to identify and reduce barriers to 
coordinated transportation, especially in rural areas. 

As with the other states represented on each panel, many Iowa 
seniors are living in rural areas, separated from essential medical, 
social and shopping services. More than 60 percent of lowan coun- 
ties have populations less than 20,000, and 15 percent of our coun- 
ties have no town with a population over 2,500. 

This means that some vital services must be obtained in another 
county. With Iowa's rapidly ^wing population over 85 years of 
age, it is clear that an increasmg proportion of our citizens are pre- 
vented from driving, either for financial or health reasons. 

Fifteen years a^^o. State agencies in Iowa identified that coordi- 
nated transportation systems would provide the most cost effective 
service delivery to the widest range of constituent groups. 

For very good reasons, fundinjr is available from a number of dif- 
ferent sources with local decision-making regarding implementa- 
tion. We believe that the best coordination occurs at the local level, 
vvith State and Federal agencies enabling local coordination 
through capacity building and thoughtful review of requirements 
for records and reports. 

Several aspects of administrative capacity building are being ad- 
dressed by the Transportation Accounting Consortium, with finan- 
cial support from the U.S. Department of Health and Human Serv- 
ice and the U.S. Department of Transportation. 

The Consortium has issued a manual entitled ''Rural Transporta- 
tion Accounting: A Model Uniform Accounting System for Rural 
and Specialized Transportation Providers.'' 

This manual promotes good accounting practices for transporta- 
tion providers which allows multi-funded systems to meet the fi- 
nancial reporting requirements of human service agencies purchas- 
ing rides. 

Now, the Consortium is developing a training package to assist 
State and local agencies implement the recommendations. We are 
ready to help the Rural Technical Assistance Program develop cost 
allocation and financial management procedures which will further 
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increase the capacity of rural transportation providers to efficient- 
ly meet the service needs of a variety of constituents. 
, In 1986, the U.S. Department of Transportation and the U.S. De- 
partment of Health and Human Services established the Joint 
Council on Interagency Transportation Coordination to improve 
management practices, remove Federal barriers to coordination, 
and disseminate information. 

Additional congressional support of these efforts would be par- 
ticularly helpful at this time. Rural transportation now receives 
more support from States than from the Federal Grovemment. Fed- 
eral appropriations can be optimized by increasing flexibility to en- 
courage local coordination. 

I appreciate this opportunity to bring these comments to your at- 
tention and thank you for your concerns for rural elders who 
depend on your support of transportation to prevent isolation in 
their own homes. 

Mr. Whittaker. Thank you, Ron, for your very excellent state- 
ment. 

At this time, I would like to call on Congresswoman Meyers for 
questions. 

Ms. Meyers. I will start with a question for Monda Spool. 

You mentioned a computerized directory as an innovative way to 
create links between service organizations. How are you getting 
along with that computerized directory? Is it on line yet? How is it 
working? What happens just mechanically when someone calls 
your directory or calls on your directory? 

Ms. Spool. We are pretty much a third of the way- 
Ms. Meyers. You are going to need that mike. 

Ms. Spool. Can you hear me now? 

Ms. Meyers. Turn it a little more. 

Ms. Spool. You get reliant on this technology. 

We are about a third of the way through and we have developed 
a directory of different types of services. 

In theory, what we are hoping to have then is that elderly 
person, the main frame at the main computer we use, currently 
housed in at the senior center, when an elderly person com;^s into 
the center, we have already developed the program we are going to 
be using. 

So far, we have been fairly pleased. 

Ms. Meyers. And when do you think it will be completely up and 
functioning? 
Ms. Spool. February of next year. 
Ms. Meyers. Thank you. 

Well, yes, I do have another question, but I did not want to— 
Mr. Whittaker. You are doing fine. 
Ms. Meyers. All right. Okay: 

How — I guess my next question would be directed to Ron. 

The — I just did that to give them their exercise. 

The issue of coordination of transportation is of interest to me. 
When I was in the State senate and Bob also served in the State 
legislature, we were faced with the problem, and I remember one 
time I tried to get some additional money in for transportation for 
the elderly in rural areas, and I was told at :,the time that there 
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was probably adequate transportation there. It is just that there 
was more than they need here and less than they need here. 

How are you getting along with that kind of coordination? Do 
you— have you found the kind of cooperation that you need and is 
it moving along? 

Mr. Beane. I cannot say that we have perfect coordination by 
any means. Each of the funding sources that can purchase trans- 
portation has its own requirements and many t^es, there are good 
reasons for those requirements. For example, Title 19, which can 
pay for some transportation, is not primarily a transportation pro- 
vider as we need recordkeeping as part of the requirements. 

One of the things we are trying to do is pull some of those re- 
quu^ments together to provide more flexibilitj' on the part of the 
ftmding sources to review those requirements to see if all of those 
requirements are really necessary to allow a single transportation 
provider to provide trmisportation, utilizing a number of different 
funding sources rather than having a different provider for each 
funding source. 
Ms. Meyers. Thank you. 

Karen, do you think that the rural areas have been slower to 
move in the area of home sharing than urban areas, and is that 
because maybe there is more distance involved, it is harder to co- 
ordinate people, or is that developing as well in rural areas as in 
urban? 

Ms. Olson. No, it is not Simply because the resources are non- 
existent, and it would not be cost effective to have the type of orga- 
nization that we are involved in in every small town around me 
State. 

What we are envisioning at the moment is being able to do the 
satellite offices in the smaller communities with an interviewer 
there yffho will be dealing witu the rural elderly in that area, lliat 
way, the interviewers are cognizant of the life style and also of any 
resources available, but they will not be totally reliant on the local 
resources. 

We can see that the matching would be done in our central office 
in the larger communities. That is very, very possible because we 
are already working with the information from other counselors so 
that we can address that kind of cooperation. 

So, I can see that one of the problems is that we are a private 
enterprise. We have to charge a fee. We could triple the number of 
people we can serve if we could work out a sliding scale, something 
like that. 

Ms. Meyers. Thank you very much. 

I appreciate the comments by the panel and have eiyoyed hear- 
ingyou. 

Mr. WHirrAKER. Thank you, Congresswoman Meyers. 
Karen, since you are by the microphone, let me just start with 
you. Are the rural elderly as responsive to your programs as the 
elderly living in urban areas? 

Ms. Olson. Well, we are not working out in the rural areas. But 
we get calls every day from people from out in the State of Missou- 
ri sasdng, you know, can you help us. Our problem is that we are 
transplanting somebody from St. Louis into a smaller community 
and that is quite difficult. 
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A lot of people just do not want to make that transition. Howev- 
er, once we were out in the State, then we would be caring for 
people who are living in the general conununity area, and that 
would be very effective. We are being approached all the time by 
people saying we are in dasperate need out here. We are just some- 
what constrained in what we can do at the moment. 

Mr. WHnTAKSR. Ron, you mentioned in your testimony that you 
emphasize decision-making at the local level. Why is this especially 
important in coordinating transportation services? 

Mr. Beane. Well, I think it is the right way to go about a 
number of services, particularly transportation, because of the mul- 
titude of funding sources that pulling those funding sources togetii- 
er in Washington, for example, would not meet the needs of local 
aging and otter constituents. 

The best way is to have those funding sources flexible enough to 
encourage that coordination at the local level where it can be de- 
signed best to meet the needs of the people right there. 

Mr. WHnTAKSR. I especially appreciate that comment because I 
know that Jan and I have wrestled with this issue. Frequently we 
find ourselv&s testifying on the need for different Federal programs 
to give loced areas some flexibility. They need to be able to choose 
the services that are needed for that particular area. 

In this respect, block grants are more flexible than the cut and 
dried cat^orical grants that many in Congress believe are more 
appropriate to target special programs. 

But the difficulty in tai^eting is often you do not get that flexi- 
bility that you may need, espedaHy in rural areas. I appreciate 
your comments in that r^ard, Ron. 

Could you tell us, Hon, are you aware of services that the elderly 
are simply missing out on because of lack of access? 

Mr. Beane. We do not have solid statistics on that, but we know 
that many people in rural areas, for example, are not able to avail 
themselves of adult day care, a service which has been identified as 
being very usefiil. 

But there is a need, of course, for transportation to the day care 
center, and in priority setting for available transportation, that 
may not be available. 

Mr. Whtttaker. Thank you very much. 

Monda, what role do informal service providers and volunteers 
play in the rural setting, and how does it differ from in urban 
areas? Finally, has the role of volunteers made it easier or harder 
to create the linkages between programs? 

Ms. Spool. I cannot imagine our Area Agency functioning with- 
out the use of volunteers. In our nutrition program, volunteers are 
an int^al part of us being able to deliver our home-delivered 
meals. We would not have tiie budget money to provide that serv- 
ice to many in our community. 

I mentioned the CSA program, which is built on a program of 
volunteers. I think it is an integral part of programming. It has 
done well. They contribute similar to a pay situation, and they also 
counsel our seniors. So, they are very useful. They contribute res- 
pite services that are bein^ provided, and they are far more com- 
mitted to what is going on m their communities. 
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I would also like to add, each of our counties have local county 
councils, which are initial to how we develop our services, and 
they have input in how we operate our services, and I think those 
are extremely important in servicing the elderly. 

Mr. Whtitaker. Mondi^ in many of our rural cbnmiunities we 
have some access to a junior college, a community coll^^ or even, 
in this CHse, a state university. 

What do you see as the role of collies and universities in creat- 
ing linkages between our older Americans? 

Ms. Spool. Well, I think Kansas Iws been reasonably fortimate 
in that there is a grant sponsored by an aging dollars, called the 
WKCSC grant, where the community collies that work in close co- 
operation with area agencies to provide training on how dders can 
interact with politidans. 

Their expertise in the area of conducting, training and educating 
the public is an important part of that grant. Our expertise is that 
we are actually out in the trenches and providing the services. 

So, I think the marriage of those two is important and it has 
been effective in this State. 

Mr. WnrrrAKER. Thank you, Monda, and thank you, panelists. 
You have been very informative. 

The next panel that we will have will be Debbie Ford of Beverly 
Enterprises, Pat Donahue of Kansas Legal Services, Topeka, 
Kansas, and Joan Remmers of Sabetha, Kansas. 

Debbie, let us start with you. 

STATEMENT OF DEBBIE FORD, BEVERLY ENTERPRISES, HOT 
SPRINGS, ARKANSAS 

Ms. Ford. My name is Debbie Ford, and I am from Hot Springs, 
Arkansas. 

I am employed by Beverly Enterprises, Incorporated, the laigest 
long-term care organization in America. Our company operates ap- 
proximately 1,050 nursing homes throughout the United States. I 
have been employed by Beverly Enterprises for ten years in vari- 
ous capacities. 

I currently work as a social rehabilitation consultant, where I 
consult with 45 nursing homes in Arkansas. 

A few years ago, while working in a facilihr in North Arkansas, 
an elderly woman approached me and said, ^'Fm so lonely. Fm so 
lonely I could die. My husband died several years ago and now Fm 
all alone. No one seems to care." 

Such is the plight of many of our rural elderly in the United 
States today. I left this woman with a renewed commitment of re- 
searching and promoting a way of successfully meeting the social 
and emotional needs of others like her. 

The Census Bureau reports that the 75 plus and 85 plus age 
groups are the fastestgrowing s^ments of the U.S. population. 
These groups represent 40 percent of nursing home residents in the 
United States. 

In this area of the United States, the rural elderly represent a 
vast mfgority of the nursing home population. It has been estimat- 
ed that the 85 plus population will more than double in number 
between 1980 and 2000. 
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With the increase in the number of rural elderly in this society 
who are entering nursing homes, the helping professional is faced 
with the task of identifying innovative ways of meeting the mental 
health needs of this rapidly-growing population. 

In our industrialized society, nursing homes are and will contin- 
ue to be essential in providing needed care to the frail elderly. 
Even under the best of circumstances, placen-^ent in a nursing 
home is traumatic and can result in overwhelming fears and anxi- 
eties. 

Losses that accompany old age and institutionalization can con- 
tnbute to feelings of helplessness and hopelessness. Depression, iso- 
lation, feelings of helplessness and other emotional problems sig- 
nificantly affect the quality of life for the nursing home resident. 

Group work is an effective way of meeting the social and emo- 
tional needs of the elderly. The objectives of group work include: 
promoting socialization, ventilation of n^ative feelings, developing 
support systems, enhancing self-esteem and turning focus on sel^ 

As one psychologist notes, "Human bein^ cannot stand alone. 
The group is not just one aspect of human life, but it is life blood 
itself, because it represents belonging to hiunanity.'' 

There are several group approaches that can be used. Examples 
include reminiscence groups, reality orientation groups, problem 
solving groups, and new resident adjustment groups. The group 
that seems to be the most successful with the rural elderly is the 
renuniscence group. 

This group is based on life review, a concept developed by Robert 
Butler. The rural elderly, having common interests, such as farm- 
ing, gardening, canning, etc., use this group as a means of commu- 
nication and developing relationships. 

By involving nursing home residents with a group of peers who 
are experiencing similar problems, the elderly person comes to the 
reaUzation that he is not alone. We must rely on the strength 
available to us through peer counseling in a structured group. 

With the predicted increase in this population, we do not have 
the manpower that is needed for meeting social, emotional needs of 
these residents on an individual basis. Multiple mental health con- 
cerns, such as isolation, loneliness and lack of socialization can be 
addr^sed in a series of 45 minute group sessions. 

In order to be successful, the leader must have a clear under- 
standing of the special characteristics of this population. Educating 
group leaders is essential in promoting qusaity group work. Re- 
sources must be made available for education. 

Group work, used in combination with other treatment pro- 
grams, has the potential for significantly improving the quality of 
life. 

Over the past 10 years, I have witnessed an increased awareness 
in the nursing home industry in meeting the psychosocial and emo- 
tional needs of residents. However, we must continue as a country 
to strive to meet those needs. 

This can only be accomplished through dedication, perseverance, 
and a genuine concern for the mental health needs of the elderly. 

Mr. WnnTAKER. Thank you very much, Debbie. 

I would like to now call on Pat Donahue with the Kansas Legal 
Services. 
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STATEMEM* OF PAT DONAHUE, KANSAS LEGAL SERVICES, INC., 

TOPEKA, KANSAS 

Mr. Donahue. Thank you, Ck>ngressman. 

Welcome back to Kansas. We are glad to have you back here, 
both of you. 

My name is Pat Donahue, and I coordinate the 11 senior citizen 
law projects operated by Kansas L^al Services under grants pro- 
vided by Kansas' 11 Area Agencies on Aging. 

The legal service that we provide is the legal service set out to be 
available for seniors in the Older Americans Act. 

Our clients are mostly older people who are poor, and increasing- 
ly we are using the law as a tool to untangle peoples' problems 
with State and Federal programs. By way of example, we recently 
spent about ten hours over 4 months helping a widow who had re- 
ceived notice of a $12,000 overpayment from the Social Security 
Administration in her survivor's benefits. 

As a result of that overpayment notice, her future benefits were 
cut off until we legally intervened. After an evidentiary hearing, it 
was decided that she could receive $5,500 in back pay and not have 
to pay back any of the $12,000. 

The reason for the overpayment was that her husband, who had 
been married twice, had neglected to tell her about the first mar- 
riage. 

I would like to give you a little deeper insight into some of the 
statistics that I thmk are relevant. 

First of all, I think you should know that Kansas is 40 to 50 
years ahead of the rest of the United States in aging demographics. 
We have right now in Kansas 40 counties in which more than 1 out 
of 5 people will be over the age of 65. The rest of the United States 
will not get there until about 2030. So, Kansas, in that sense, is a 
good model to use for developing programs for older peopla 

There is a higher percentsq^e of elderly in rural Kansas. I com- 
pared the Fifth District to nearby Sedgwick County, and on a mean 
county basis, the percentage of people over the age of 60 in the 
Fifth District was 24.7. In Wichita right next door, it would be 13.8. 

There is a higher percentage of poor people in general of all ages 
residing in rural areas in Kansas. In your district, 12 percent are 
poor on a mean county basis as opposed to 9 percent in Sedgwick 
County. 

And there is a higher percentage of poor elderly in rural coun- 
ties. In the Fifth District again, 14 percent as compared to 10 per- 
cent next door in Wichita. 

The aging population is growing faster than the younger popula- 
tion. On a 10-year basis, right now, about 7.5 percent of the people 
over 60 as compared to 4.1 percent for the population at large. 

Kansas has experienced a terrific out migration for the past 20 
years. It is slowing down somewhat thankfully now. But in the 
1980 Census, the U.S. Census Bureau said that 26 counties in 
Kansas had "high" out-migration. That means in 10 years, they 
lost 7 percent or more of their population, many in double digits. 

Of those 26 counties, 24 were rural counties and only 2 could be 
considered urban counties. Social security is an important econom- 
ic base of this State. In 1987, social security made payments to 
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395,200 recipients in the State of Kansas. That is 16 percent. They 
received $16.7 billion. And by way of comparison, net income from 
farming in the State of Kansas was about %1.5 billion. 

We have got 19,000 Kansans living as permanent residents in 
nursing homes. 11,000 of these are on Medicaid. That is over half. 
The Medicaid program pays about $685 a month for each one of 
these 11»000. 

The rural problems of the rural elderly are intertwined with the 
problems of rural America, period. The problems are loss of retail 
markets and jobs. Rural sociologists now talk about the longhom 
effect. We have large distribution centers locating in larger com- 
munities and this depletes the markets and job availability in the 
smaller communities. 

Agriculture and energy are hard-pressed and not going to bounce 
back, they are going to crawl back on all fours. Prices are high in 
rural areas. The crux of the problem is that the young leave seek- 
ing opportunity and the elderly stay behind. 

The critical question is, as this happens, will high density retire- 
ment areas make public policy decisions which promote change, de- 
velopment and community self-sufficiency? If they cannot, they 
will start a self-perpetuating chain reaction of isolation, stagnation 
and the result mil be a ghost town. 

The remedy is stabilization... stop the chain reaction, and the 
way you can do this is through prc^rams that make sense and pro- 
grams that are consistent and dependable. We need support but 
the support should be oriented toward providing what the conmiu- 
nity cannot provide for itself. For example, teclmical support, edu- 
cation and health care, and then we need community involvement 
and local investment. Putting the risk where the benefit is is the 
b^st way to ensure effective solutions and ensure quality. 

The needs of the rural elderly, as the speaker before me said» are 
the same as the needs of the urban elderly. There is no great dif- 
ference there, except they are hard to meet in the case of the rural 
elderly. 

In fact, there is no great change in my mind in what the elderly 
need since we enacted the Older Americans Act back in 1965. We 
probably need to do it in a little bit different way. We need to be 
smarter as we do it, and we are going to need to do more of it. 

We need affordable health care. We need affordable nursing 
home care, housing, transportation, relief from loneliness, in-home 
services, home health, legal advice and retirement planning, pro- 
tection from abuse, substitute decision-making for those who can 
no longer decide for themselves, nutrition projects, and we need 
employment for those who can and want to work. 

The Federal policy should set minimum standards. We should 
have local implementation and substantial flexibility. We need de- 
pends^le, consistent policies. We need policies that measure results 
rather than count numbers. 

In the area of long-term care, we need to prevent family impov- 
erishment We need to apportion the losses and promote economic 
stability. How do we bend the trend? Well, I ask you, what should 
your mother and father have in retirement? Then, ask yourself the 
second question, what should anyone else's mother or father need? 

Thank you. 
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[The prepared statement of Mr. Donahue follows:] 

. TESTIMONY OF 
PATRICK H. DONAHUE 
BEFORE 

U.S. HOUSE OF REPRESENTATIVE 
SELECT COMMITTEE ON AGING 
FIELD HEARING 
MONDAY, JUNE 13, 1988 
PITTSBURG STATE UNIVERSITY 
PITTSBURG, KANSAS 

My name is Pat Donahue. I am appearing here a the requests 
of the House Select Coamittee on Aging and of Representative Bob 
Whittaker of the Fifth District of Kansas. I am the Kansas Legal 
Services, Inc., Coordinator of Senior Citizens Law Projects. 
Kansas Legal Services provides legal advice and representation to 
persons over the age of 60 on a state-wide basis and contracts 
with all 11 Kansas Area Agencies on Aging to provide legal 
services to senior citizens under the provisions of the Older 
Americans Act. In 1987 our non-profit law firm provided 
assistance to 4,232 Kansans over the age of 60. We prioritize 
our services to those seniors in the greatest social and economic 
need. These are low-income, homebound, handicapped, isolated 
minority, and institionalized individuals. We routinely work in 
support of the Kansas Nursing Home Ombudsman's office and we 
interface with all social service agencies. I personally 
represent senior citizen clients everyday. From 1984 to 1987 I 
served as Chairman of the Kansas Bar Association Committee on 
Legal Issues Affecting the Elderly. I was asked by the Kansas 
Legislature to provide technical testimony during the development 
of Kansas new Division of Assets law and I have testified on 
other matters affecting older persons, consumers of all ages and 
children. The senior citizens' cases we typically handle 
include: 

* Low-income wills, probate and estate plans. Powers of 
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Attorney and Living Wills 

* Guardianships and Conservatorships 

* Pensions, Social Security and Other Retirement Income 

* Medicare, Medicaid and Private Health Care 

* Housing 

* Consumer, Finance, Insurance 

* Adult Abuse 

* Nursing Home Matters 
General Facts About Seniors in Kansas 

First, I would like to give the Special Committee some 
background information on the elderly in Kansas. In 1986 revised 
1980 Census estimated 17.97. (441,000) of all Kansas residents are 
over 60. Kansas is tied with New York and Maine for twelfth 
place in the 50 states. The over 60 and over 65 growth rates are 
7.0% and 7.7% respectively compared to only 4.1% for our 
population at large, A report prepared for the Kansas Department 
on Aging in December 1986, reveals that 33% of the population in 
Elk county was over the age of 60. There are 8 out of our -105 
counties with over 30% of the population over the age of 60. In 
22 of our 105 counties, more than one person in ten is over the 
age of 75. There are more elderly poor than young poor. The 
1980 Census showed that 49,472 or 12% of 412,297 Kansans over 60 
were below the poverty line. On a state-wide basis 10.1% of the 
population was below- the poverty line. The largest concentration 
of senior poverty is found in Southeast and in the non-urban 
Northeast parts of Kansas where over 157. of the persons aged 60 
and over are poor. The senior population is predominately 
female, there being 7 women for every 5 men in the 60+ 
population. About 52% of the persons 75 and older live alone. 



2 





32 



the 60+ group 567. of the women and only 15% of the men live 
alone. About 4.17. of the elderly population in Kansas can be 
considered minorities. ^According to data collected by the Kansas 
Department on Aging, about 2/3 of the Kansas elderly population 
can be considered as living in rural areas. 
Economic Problems Affecting the Rural Residents of Kansas 

In Kansas today, we have a population of 2,450,000 of which 
approximately 1,200,000 Uve in rural areas. This is roughly 
half of the total population. Kansas citizens living in these 
areas face a- number of economic problems: 

* Lack of employment opportunity due to shifting of local 
retail markets in communities of under 10,000 to 
centralized retail distribution centers in larger 
communities. * 

* Declining employment opportunities due to declining 
fortunes of agriculture and energy industries. 

Out -migration of younger residents who can't afford to 
stay leaving behind persons with pension and retirement 
incomes who can stay behind. 

Loss of potential employees and markets which undermines 
the start-up or expansion of traditional small business. 

Evidence of these conditions is easy to find. Banks in 
rural Kansas continue to fail. There were 8 failures in 
1987 and 5 to date in 1988. The Kansas Stat? University 
Cooperative Extension Service October 1, 1986 Data Source 
BooJ^ on Kansas Demographics points out that there was 
tremendous out-migration as a part of a national trend in 
the 1960's. But between 1970 and 1980 Kansas still had out- 
migration (-0.97.) while other rural areas were recovering. 
Most of rural western Kansas is still enduring population 
losses. Population replenishment does occur but when it 
occurs it is in urban not rural areas. The Salina Journal 
of May 8, 1988 (pg. 3) noted: 

Farm income declined rapidly between 1979-1985 
Average income in the last 5 years was $10,401 (per 
3 
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family) far short of the almost $18,000 needed to cover 
family living expenses much less make payments on debt, 
taxes or purchase machinery* 

Despite moderate increases in rural property values in the 
past year, Kansas land prices remain at approximately 50% of 
their 1981 values • This net loss of asset value produces 
corresponding reductions in property tax revenues and this in 
turn makes it increasingly difficult for smaller communicies to 
finance the infrastructure improvement essential to encouraging 
business expansion. Residents young and old alike who remain in 
the smaller rural communities may benefit from lower housing 
costs but their expenses for durable goods and for a great many 
services which respond to national, not: local, price signals are 
often higher due to transportation and distribution surcharges* 

While I believe that we are heading toward significant 
improvements in most rural areas, much damage has been done* The 
young can and do move elsewhere in search of better opportunity* 
It is the older persons who stay behind* 
Remedial Action 

I was asked to comment on my views of remedial action* 
First let me say that I am no expert in rural economics, 
sociology, community development or macroeconomic planning* But 
common sense Cells me that there is a solution* The ingredients 
I think are needed are: 

1. Stabilization * People in rural areas are able to work 
with what they have if they can figure out what that will 
be* Changing federal programs and regulations interrupt 
sound local planning, eg: The loss of federal revenue 
sharing dollars has occurred at a very bad time for 
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scrugsllng comnunlcles; 

2* Support . Outside help where help Is needed, and only 
where help Is needed. Help should target crucial areas 
like health care, transportation. In-home services, 
education and technical support. 

3. Community Involvement . Communities, given breathing 
room, can create local economic development which fits 
the nature of the community and utilizes existing 
community tangible and Intangible resources. 

^» Local Investment In Local Business . Invest local support 
In local projects* This Is the best Insurance of 
success. It puts the return and the risk In the same 
place. 

A 1987 Public Broadcasting System documentary Little Towns 
Like These showed examples of smaller communities that have been 
successful In protecting themselves against the "ghost town" 
threat. Three communities showcased were: Red Cloud, Nebraska, 
Jefferson, Iowa and Oberlln, Kansas . Oberlln Is a northwestern 
Kansas community (pop. 2,387) where local Investments by local 
businessmen working through an economic development group of the 
local Chamber of Commerce started two successful businesses - a 
boat manufacturing company and a bus company. 
Needs of the Rural Elderly 

In my experience the needs of the older urban population and 
the needs of the older rural population are the same. Howeve r > 
It Is more diff icult and expensive to construct and maintain 
systems f or the rural elderly than for their counterparts living 
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in urban areas . In 1965 when Congress adopted the Older 

Americans Act it identified our national objectives with respect 

to the needs for our elderly population* 

The Congress hereby finds and declares that, in keeping 
with the traditional American concept of the inherent 
dignity of the individual in our democratic society, the 
older people of our Nation are entitled to, and it is the 
joint and several duty and responsibility of the governments 
of the United States and of the several States and their 
political subdivisions to assist our older people to secure 
equal opportunity to the full and free enjoyment of the 
following objectives: 

1. An adequate income in retirement*, in accordance with the 
.American standard of living. 

2. The best possible physical and mental health which 
science can make available and without regard to 
economic status. 

3. Suitable housing, independently selected, designed and 
located with reference to special needs and available at 
costs which older citizens can afford* 

4. Full restorative services for th« se who require 
institutional care. 

5. Opportunity for employment with no discriminatory 
personnel practices becaus^^ of age. 

6. Retirement in health, honor, dignity - after years of 
contribution to the economy. 

7. Pursuit of meaningful activity within the widest range 
of civic, cultural, and recreational opportunities. 

8. Efficient community services, including access to low* 
cost transportation, which provide social assistance in 
a coordinated manner and which are readily available 
when needed. 

9. Immediate benefit from proven research knowledge which 
can sustain and improve health and happiness. 

10. Freedom, independence, and the free exercise of 
individual initiative in planning and managing their own 
lives* 

The Older Americans Act of 1965 
42 USCA Sect* 3001 
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The Older Americans Act also establishes legal assistance for the 
elderly as a priority service, I am part of that legal 
assistance system, 

I do not believe that the 1965 objectives of the Older 
Americans Act or the needs that gave rise to them have changed. 
What has changed is our understanding of what is required to meet 
•those needs and our view of the appropriate methodologies for 
best meeting those needs. By way of example, consider how our 
view on- the subject of long term care has changed from promoting 
the construction of new nursing homes to devising comprehensive 
support systems designed to keep people in their own homes. 
General Needs of Seniors 

There are three mutually supporting components which all of 
us need to survive with dignity. These are good health, adequate 
life-sustaining resources and a spiritually satisfying purpose 
for life. When any one of these elements is removed continued 
existence is threatened. Older persons face high risk of 
expensive deterioration of health and have little opportunity to 
increase their incomes. For those of us concerned with the well- 
being of seniors, it becomes essential to promote health care and 
to insure that seniors have adequate life-sustaining resources. 

Among the older rural Kansas I work with, I believe that the 
following are the most important needs: 

access to adequate affordable health care; 
protection from family impoverishment due to 
catastrophic illness; 
adequate long-term custodial care; 

protection from family impoverishment due o long-term 
care; 

safe and sufficient housing; 
effective and efficient transportation; 
alternatives to loneliness; 

comprehensive in-home services for those who can almost 
do everything for themselves; 
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assistance in retirement planning and in dealing with 
the bureaucracies that provide support; 
protection from abuse; 

timely and caring substitute decision-making for those 
who can no-longer make decisions for themselves; 
nutrition service for the needy , shut-ins and those 
unable to provide for themselves; 



* employment for those who can and want to work. 

Meeting these needs costs money. Dollars spent must show 
measurable results or those who provide the dollars will grow 
reluctant to contribute and turn a blind eye on the need. 
Government policy should, in my view, set minimum standards and 
allow for local implementation. There is no reason why it should 
be easier for a senior in one rural county to get a ride to a 
doctor than in another rural county. There should be no reason 
why a senior in one county can easily get legal representation 
and another living elsewhere can't. 
Catastrophic and Long-Term Care Suppor t 

The 1987 session of the Kansas Legislature rook a bold step 
in passing Senate Bill 264. The Division of Assets Law . This 
timely legislation makes it possible for people who need nursing 
home care to receive Medicaid assistance while they set aside a 
portion of the family income and life savings for their spouse to 
live on. This law took effect on May 1, 1988. In the first 30 
days 97 families signed up. Of these 90 had a spouse already in 
a nursing home. Other states which have adopted similar measures 
include Minnesota, California, Washington, Idaho, New Mexico and 
Illinois. We are hopeful that the Federal Medicaid Officials 
(HCFA) will not reject our new law. We take heart from the 
recent (June 8, 1988) passage of the Medicare Catastrophic 
Coverage Act of 1988 (H.R. 2470). This landmark piece of 
legislation will provide substantial relief to many who badly 
need it. The federal law contains provisions permitting Medicaid 
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eligibility and for protecting spouses from impoverishment for 
long-term care* The provisions of the federal law are very 
similar to the Kansas Division of Assets Law > We note, however, 
that the "division of assets" provisions of the new federal law 
will not take effect until September 30, 1989 • For some seniors 
that day is a long way off* 

Let me conclude by asking the question; What do you think 
your mother and father should have in their old age? Then let me 
ask whether anyone else's mother and father should be entitled to 
less? 

I thank you for inviting me to testify. If you have 
questions I'll try to answer them* 
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Mr. Whtptaker. Thank you, Pat. 
Our next panelist is Joan Rammers. 

STATEMENT OF JOAN REMMERS, SABETHA, KANSAS 

Ms. Rkmmers. I am Joan Rammers, a r^pistered nurse and 
founder of the Nemaha County Home Health Agency, a not-for- 
profit, voluntary agenqr in Northeast Kansas. 

I am currently past president of the Kansas Association of Home 
Health Agencies. I resigned as administrator of the home health 
agenqr 6 months ago. My expertise comes primarily from 8 years of 
e^>erience of providing care to the residents. 

As you know, our elderly are the fastest-growing segment of our 
population. The need to develop a comprehensive plan to meat the 
rapidly growing needs must remain an urgent priority. We must 
continue to search for cost-effective quality services. In my opinion, 
that can best start with long-term care services in home. We must 
plan strat^y that includes family, neighbors, church, civic groups 
and professional providers to provide direct care, coordinate serv- 
ices. 

In many, if not most instances, it is less costly to meat the needs 
in the home rather than in the nursing home or hospitsd setting. 

I want to share with you a case history of a 97-year old female 
our agency provided care to. 

"Etiiel lived alone on her family farm. She has poor circulation 
and osteoarthritis. She was paying $8.50 for one hour each weak of 
home health aide services to assist her with bathing. One day, the 
home health aide noticed a lai^e blister on her left lower leg. The 
home health aide notified Ethel's long-term care nurse who then 
came to evaluate her condition. 

She was taken to her physician and treatment was initiated. The 
RN made daily visits to clean and evaluate the site, and apply 
medication and dressings for two weeks. TWs part of her care was 
paid for by Medicare. 

After the ulceration was healed, Ethel resumed private pay serv- 
ices. Soon, Ethel's mobility and confidence improved and she was 
dismissed from service. Within a short time, she was admitted to 
the hospital with recurrent blisters and cellulitis. The blisters had 
been present for approximately two weeks before she sought medi- 
cal attention. 

The end result was ten days in the hospital with intravenous 
antibiotics, whirlpool treatment and 1^ ulcer care. That was fol- 
lo^^ed by twice-daily care by the home health agency following her 
discharge. 

Ethel then consented to resume her weekly aide services to not 
only bath her but also to evaluate her skin condition. Blisters did 
reoccur several times, treatment was initiated and Ethel was 
spared hospitalization. By paying $8.50 per week out of pocket she 
probably saved Medicare thousands of dollars. 

Ethel was more the exception than the rule when it comes to 
pasdng privately for long-term preventive or maintenance care. 
Most would try to get by rather than pay for those services. 

One out of seven Americans aged 65 and over live in poverty, ac- 
cording to the U.S. Bureau of Census. An even greater percentage 
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hve near poverty. If they are financially strapped, how then can we 
expect them to pay out of pocket for the care that they cannot con- 
Miye as a preventive service that helps to prolong or prevent insti- 
tutionalization. 

We must l<x)k to their savings of health care doUare. The Home 
and Community Based S<;TOC€ii: iis the closest move in the right di- 
rection that I have seen; HCBS is a combination State and Federal 

{>rQgram. The recipient of this service must be financially eligible 
or Medicaid assistance and must be medically eligible as deter- 
mmed by an SRS social worker and RN. 

The following is an example. An 80-year old female was admitted 
to a nurang home by her children who lived far away. They were 
concerned tliat she was not eating or taking her medications appro- 
priately. One year later, all her assets had been exhausted, and the 
family applied for Medicaid assistance for her care. 

The social worker and myself went in to screen her onl^ to find 
her ineli^le for nursing home care. Her home and all hex person- 
al belongmgs had been sold at auction. There are no group living 
situations in our communily. 

If we had followed the r^ulations in then: strictest interpreta- 
tion, she would have had to leave the nursing home and with no 
Mdi reserve and find a place on her own to slay. However, had she 
had assistance with her personal care, with medication assistance 
and me^ on wheels, this probably could have been prevented. 

InsteM, we allowed her to remain in the nursing home for the 
Medicaid program to subsidize her care. The HCBS program has 
many shortcomings. You are not eligible unless you are determined 
nursmg home eligible. Second, the reimbursement is often so low 
that it costs to provide services discouraging providers from provid- 
ing care. Third, most people do not know the service exists until 
tnqr are already in a nursing home. 

There is much work to be done and many unknowns in looking 
at long-term care. However, the need is here and wil) only continue 
SP^'Jrfe must address the needs with quali'y, cost^ffective 
service. Providing maintenance care In the home will not only pre- 
vent premature institutionalization, thus saving dollars in the Med- 
icare and Medicaid praams, but it the best way to allow aa in- 
dividual to maintain their dignity and self respect. 
Thank you: 

Mr. WmiTAKFR. Thank you, Joan. 
Congresswoman Meyers. 

Ms. Meyers. I will start with Joan since the microphone is there. 

I am extremely interested in home care, and how can we encour- 
age greater coordination between service providers so that we do 
not nave one person coming in to give medication, another assist- 
ance with bathing and dressing, another to help with cooking and 
cleaning, another to do home chores? 

I know that that was one of our concerns when I was in the 
Kansas legislature, and I do not kidow that it has changed. 

I also know that this was one of the concerns with the Pepper 
bill that was defeated in Congress the other day. I do not think it is 
that Congress is not nterested in home care or in long-term care. 
But I think they felt like the bill needed more refining and defini- 
tion, and they were not qu'te sure how this was all going to be pro- 
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vided, and I heard a number of rural people saving, maybe urban 
people will vote for this because the services might be there, but 
the rural people were reluctant to vote for it because the services 
just were not there. 
So, would you speak to that a little bit? 

Ms. Rkmmkks. I think that probal)ly the bluest concern is the 
lack of coordination. That each one of the very rural agencies want 
to provide that service, but financially cannot afford to keep staff 
onboard. 

So, we are usually short. The idea of using volunteers in the com* 
munity, civic groups, church groups, is very appropriate. I think it 
is important, but what has happened in our conmiunity with the 
rural farm problems and crisis is the people that used to be avail- 
able are now employed and that has been difficult, and we have a 
lot of people that are applying for jobs to do this, but they need 
full-time work. 

So that makes it difficult. Coordination, I think. What it will 
come down to is there will have to be one person, whether it be a 
home health agen(^, whether it be the Area Agency on Aging, 
whether it be the county commissioner's office, there wiU have to 
be someone at the local level that says I will, you know, make a 
determination for services, and that will be some sort of a case- 
management type ^tem. 

I think that it takes a lot of— in our local communities, it take a 
great deal of time with everyone that is involved in trying to find 
ways to increase those services. But it is still being tossed around a 
lot in the State of Kansas and there are no real concrete answers 
to that. 

Ms. Meyers. I know that right after we got the Title 9 waiver in 
Kansas, we did have an inf er-agency coordinating committee at the 
state level that was — had representatives from the Agency on 
Aging, SRS, Health and Env^ ^onment, and there was an attempt to 
coordinate services so that we could provide some in-home care. 

But I have been away from the state level for a few years now 
and did not know if that was still happening. 

Ms. Remmetjs. I think the only thing that I heard out of that, 
and this is just hearsay, is that it had been very difficult for the 
departments, for the major departments in Kansas to coordinate 
servicr>s. 

So, I think if they are not able to do that, then we on a local 
level will have even greater difficulty being able to do that. 

Ms. Meyers. To what extent do you think— I mean, ob^ xbusly, 
they are not going to replace them completely. There is a need for 
both in-home care and for nursing home care. 

Ms. Remmers. Yes. 

Ms. Meyers. To what extent do you think that in-home care can 
absorb the need so that the need for nursing homes may not be as 
great? 

Ms. RsMMERS. I do not know the answer to that. I know that has 
been talked about a lot and there is a lot of percenteges. In my 
agency, at one point in time, we looked at just the clients that we 
provided care to in a population of 11,000. 
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So, there is a very, very small population, but what we found was 
that we could pinpoint at least 2 percent of our patients that had 
we not been providing care, then they may be in the nursing home. 

The problem is being able to identify them. A lot of times, that 
individual would get lost It is kind of a Catch-22. Maybe they will, 
maybe they will not, and sometimes they do not, and-— so, you 
really cannot say this person would do okay without, except for 
some of the ones that the screenings have been done. 

We have done the ACBS screenings in the home before they 
moved to the nursing home and have said, yes, this person pa^ed 
the test, they can go to the nursing home, but if they opt to stay 
home, we will provide services. 

Ms. Meyers. Well, it is going to be something we will have to be 
very interested in and concerned with before 2010 because in 2010, 
the baby boom hits the age of 65 for the most part. 

Thank you, Joan. 

Pat Donahue. I guess just going down the row this way. 

When we think of the economic stability of our elderly, whether 
they live in rural or urban America, the first thing that comes to 
mind is social security. 

What do you see as the role for social security? Has it been effec- 
tive for our rural elderly? I know that, to me, it seems— we hear 
discussion and argument every once in awhile as to whether we 
should freeze everything at the Federal level and that would mean, 
of course, freezing social security and not allowing COLAs, end I 
have never supported that. 

I have been very reluctant to do that because I know that there 
are a great many people who are living on just such small amounts 
of social security. For the most part, do you think social security is 
doing an adequate job? 

Mr. Donahue. The question is, do I think social security is doing 
an adequate job. 

Well, fiist, let me say I woik with seniors ev^ry day and I have 
yet to nm into any one that would very gladly give their social se- 
curity check back. So, I think people do use that resource and they 
do depend on it. 

Since I am mostly working with low-income people, I can say 
that they are either relying on the supplemental security income 
portion of social security or they are relying on rather small 
amounts of retirement income and they have nothing else, and 
that— I gave you some statistics earlier about the magnitude of 
that group of people, which is probably in the neighborhood of 14 
percent in most of rural Kansas. 

Those people that— the single individual would have an income 
less than $480 a month. A couple would have a combined income of 
$644 per month. So, 14 percent or over 1 out of 10 of all the rural 
elderly you run into are using that source of income to survive. 

So, I think it is important that the program stay in place. 

Ms. Meyers. Thank you, Pat. 

I know that the Kansas l^islature just passed the Division of 
Assets Bill and the Division of Assets is also included in the Cata- 
strophic Health Bill just passed at the Federal level. 
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What other innovative ways can we use to turn around the 
weakening economic status of our elderly, especially in rural 
areas? Do you have any ideas or thoughts? 

Mr. Donahue. The question concerns, first of all, the passage of 
the Division of Assets Bill in the State of Kansas and, second, the 
New Catastrophic Medicare Bill, which includes similar provisions 
to the Kansas Division of Assets Law to prevent spousal impover- 
ishment. 

The provisions are quite similar. I must say the Federal provi- 
sions are a little more generous. They may be a little less flexible 
than the Kansas law. 

The first problem we have to address in that regard is that it is a 
distinct possibility that the Kansas legislation will be attacked by 
HCFA as being out of compliance with the existing Medicaid law, 
and if that happens, maybe the new Kansas law will not be in 
effect very long. It went into effect on May 1. 

I do not know when the earliest time the Federal Government 
can decide to reject the Kansas Division of Assets law. 

There is a Federal law, of course, that is going to solve the prob- 
lem in part, but that does not become effective until September 
30th, 1989. So, there is a possibility of a gap there which concerns 
me a great decl. 

In the first .month .or.use^of^ the ^new Kansas Division of Assets 
law, we had 97 people sign up, 90 of them were already in nursing 
homes. 

There is certainly the question of whether or not the Division of 
Assets does enough. Does it really provide protection in a compre- 
hensive way for the other medic^d needs of the nursing home resi- 
dents, and I think we will have to check the new Medicare Act and 
see if that is going to fill all the gaps that we know are out there or 
whether we may need to do some more fine-tuning. 

Certainly, it is a step in the right direction. At this time, I 
cannot really propose something eke until we see how what we 
just picked up is going to work. 

Ms. Meyers. Thank you, Pat. 

Debbie, you said that Beverly has a thousand nursing homes na- 
tionwide. What kind of planning are you doing for the years be- 
tween 2010 and 2030, 40 and 50, when this enormous influx of el- 
derly gets there? 

I would assume that a giant firm like that is doing some future 
pj'^nning. 

Ms. Ford. I think one of our biggest focuses is education. Here, 
we can educate the people to provide the services in a facility when 
we cannot provide home care. This is something that we have been 
made aware of and we are very concerned about. 

Another thing is that we are working to encourage other people 
to become involved in geriatrics. We are attempting to promqte the 
field of gerontology. The nursing home is not at the top of the list 
when it comes to employment. 

It is very difficult to find good people to work in a nursing home. 
I do not know of very many people that will come by and say I 
want a job in a nursing home. So, we are going to continue to re- 
cruit and encourage others to get involved in the field. 
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We offer things like scholarships at universities to encourage 
them to work in the nursing homes. 

Ms. Meyers. Do you— does Beverly do any thing in the area of 
day care for elderly? 

Ms. Ford. No. 

Ms. Meyers. Okay. Or home care? 

Ms. Ford. No. Not at this point. At least in this area anyway. I 
am not real sure about other areas of the country, to be honest 
with you. We were in home health care and we are no longer in it. 

Ms. Meyers. You have commented today on the mentm health 
services necessary for the lonely elderly, and would you describe a 
typical session at one of your reminiscence groups or what other 
activities do^you provide to try to counter this loneliness? 

Ms. FoRB; Okay. As far as the reminisceace group? 

Ms. Meyers. Yes. 

Ms. Ford. In the instances where we have, attempted to take the 
residents back through some better times, to the times when they 
did feel iiseful, productive, to remind them that they have made a 
contribution to society, that their life was meanin^ul, and often- 
times what we find is when they are in the nursing home, they 
b^in to use services. 

We show pictures, we use different autos to try to bring back 
memories. We try to focus on those feelings that they have so that 
we can develop their self-esteem. We might talk about a time when 
they were successful in their job. We might talk about a time when 
they were first married. 

Ms. Meyers. All right. Thank-you very much, Debbie. 

Mr. Whtttaker. Thank you, Jan. 

Debbie, your focus has been primarily on the elderly who are in 
nursing hemes. Given your success in meeting the needs for our el- 
derly who are institutionalized, I am curious what Beverly is doing 
to take those concepts and apply them to the elderly that are not 
in nursing homes. 

Ms. Ford. I think that we have— we are doing education. I know 
that we are real big on the need for community education, on pro- 
motion of the needs of the elderly, not just in uursing homes, but 
the elderly in general. 

Mr. Whtttaker. Fd like to pursue this point. Are there ways 
that you can begin to extend the care that you are giving to the 
non-institutionalized? Or are you totally locked in in your long- 
term plaiming to dispensing care in an institutional setting? 

Ms. Ford. My focus has been more — my focus as a person has 
been more toward meeting those needs once they are in a nursing 
home I do know that we are attempting to reach out by promoting 
and sponsoring programs. 

Mr. Whtttaker. Well, let me share with you a concept that is 
gaining discussion, particularly for rurd areas where we have 
nianpower shortages. Now, you folks are mandated in the instif 
tional setting to provide certain levels of care, such as occupational 
therapy, physical therapy, and dietary care. 

The pomt is that you have a number of services that essentially 
make up the components of home health care. It would be interest- 
ing if we started to see more effort on the part of institutionalized 
caregivers in providing more home health care services. Taking 
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that a step farther. I am particularly interested in the concept of 
combining specialists to serve the home environment. 

It is very difficult in a rural area have an occupational therapist 
go to a home once a week, have a nurse go out three times a week 
to administer medication, have another specialist go out again, 
making multiple calls, and traveling that distance. If we had an 
inter-disciplinary person, who is trained and licensed in multiple 
professions, it would be a lot more efficient 

Do you have any thoughts toward that end? 

Ms. Ford. I think I am still kind of locked into the institutional- 
ization. I see the nursing home as a place to go for care when none 
of those options, none of those services work for the person, and I 
guess my focus is more or what we want to gain once the resident 
has to come to the nursing home. 

Mr. WnnTAKER. That is fine, Debbie. 

What special needs do the rural elderly face in the area of legal 
representation? 

Mr. Donahue. I think that the statistics we deal with show that 
every year, the senior citizens who come to us, come to us in great- 
er numbers. Partly, that is due to outreach on our part, but partly 
that is due to the fact that they are in economically difficult times, 
encountering more problems than they would if we had more pros- 
perity in the State. 

The other thing I noticed is that the problems they bring us are 
increasingly more complicated and tougher to unravel, and by that, 
I mean, that the person does not come to you with one legal prob- 
lem, they come to you with several that are intertwined, and the 
first problem is for example, to help them find some relief against 
the contractor who did not adequately repair the leaky roOf 

In the process of doing that, we iind out that they cannot get a 
home loan to fix the rest of their home because the house passed to 
them through intestate succession and title is not clear and no one 
will loan them any money. So, you are now committed to solving 



I/think that it is important to set aside adequate resources for 
that service. Like all the other services, it is a link in the chain, 
and if we break any one of those links, people can have a serious 
problem. 

It is not the l^al service that is the most important, but it may 
be the most important to the individual that receives a $12,000 
overpayment notice from the social security at least during the 
period of time, until that problem is resolved. 

Mr. Whittaker. Well, Pat, you also talked about economic devel- 
opment in our rural areas. How do you feel the changing demo- 
graphics of our rural elderly are affected by the shortage of eco- 
nomic opportunities? 

Mr. Donahue. The problem is, as I stated earlier, one of the— the 
young leaving, seeking opportunities elsewhere, and the older 
people who have retirement incomes staying behind. 

If they want to keep that community 5ive, they are going to 
have to figure out some way to keep the young people there, which 
means that it may be the older people that help create the econom- 
ic opportunity for the young people, to ensure the community's sur- 
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yival and to provide them with the support and quality of life that 
they grew up with in that community. 

Mr. Whittaker. When young people out-migrate, it puts a larger 
burden on our elderly that are left behind. In most cases, the 
school systems stay open, the sheriffs office still goes on patrol, 
and those costs continue. 

We have worked very hard to bring decent highways through 
here. This would get the economy back on its feet so that the tax 
base is not so heavy on our elderly. Yet, this takes a commitment 
on our part to look ahead and invest that $15 or $20 a year it 
might take to get the pride, and get the jobs in our area, and there- 
by reduce the tax burden. But sometimes you have to make that 
initiative at the front end to get the benefits later on. 

Mr. Donahue. That is exactly right. We have got to get some 
breathing roorn. 

Mr. WHrrTA.cER. Okay. Joan, would you describe how providing 
home health care is different in rural areas than in urban areas. 
Does the geographic isolation make your job more difficult? 

Ms. Remmers. The difference in rural and urban, I would say, is 
twofold. Number one is that it is the lack of volume. The constant 
desire to provide quality care but lacking in the ability to hire staff 
m the specialty areas. That is why I cringed when you made the 
comment afx)ut tying them all together. 

We have an RN that goes in and must be an expert on Alzhei- 
mers, diabetes, all of the diseases, plus a case manager, plus 
knowledgeable on community services, plus give them their medi- 
cations, and that makes it very difficult, and at the same time, be 
current on the latest chemotherapy. 

So, keeping up on skill and being as professional as the individ- 
ual deserves is very, very haru. 

The second part of your question was? 

Mr. WnrrTAKER. How does geographical isolation make your job 
more difficult? 

Ms. Remmers. I would say that we probably answered that ques- 
tion, plus the fact that we end up dealing with specialists in 
Topeka, which is 70 miles from us, dealing with physicians that are 
long distance when the individual comes back home, dealing with 
many of the physicians, and I do not think that is unique to rural. 
I notice chat also as being a problem in urban areas, too. 

Mr. Whittaker. Joan, how often do you find the opportunity of 
working with informal family providers? With many of our young 
people moving out of our small towns and rural areas, how is the 
role of home health providers replacing the care that has tradition- 
ally been given by the family members and friends? 

Ms. Remmers. I would not say that ^have ever finished ex- 
plaming it. What I would say in our commiinity, and again it has 
been my primary focus, is to keep that person independent. Get in 
axiQ get out as quickly as possible. 

We find community people that are available and family mem- 
bers that can provide care. They are strapped in their time for this 
service and they pull out. However, there is a uniqu'- roblem in 
terms of personal liability. 

If we educate neighbor so and so to give her medicine, if there is 
an error in that medication, we have the responsibility for teaching 
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that person or that neighbor. So, the neighbors are very good to do 
that, but I cannot take the responsibility for that. The liability is 
there. 

Mr. WHriTAKER. Very good point. 

Thank you, panel. We appreciate your input. 

The next panel is Dr. Ernie Chaney of Wichita, Kansas, and Art 
Spies, who is the Administrator of the National Institute for Rural 
Health Policy from Des Moines, Iowa. 

Thank you, gentlemen, for appearing today. 

I would first like to call on Dr. Chaney. 

STATEMENT OF ERNIE CHANEY, M.D., PROFESSOR, UNIVERSITY 
OF KANSAS SCHOOL OF MEDICINE-WICHITA, WICHITA, KANSAS 

Dr. Chaney. Thank you, Congressrsan Whittaker and Congress- 
woman Meyers. 

I appreciate the opportunity to present to you some of the issues 
which Lbelieve will impact on the health care needs of senior citi- 
zens in rural America. 

Siiice the time of my presentation is veiy limited, I will abbrevi- 
ate my introduction. I will submit printed testimony and in it you 
will find my historic background. 

I am a Kansas physician, born and raised here in Crawford 
County. I graduated from Kansas. I have practiced most of my life 
in the rural communities in North Central Kansas and Republic 
County. 

Belleville was a town of 3,000 citizens when I arrived here. When 
I left about 5 years ago, it was down to 2,800. I do not think that 
was my medical practice. 

I spent that time in the rural area taking care of the elderly 
needs. I am currently a Professor at the University of Kansas 
School of Medicine-Wichita and Director of a 26 residency in St. 
Joseph Medical Center. 

I would suggest to you that there are 6 areas of great concern in 
the health care delivery to the rural elderly, and these include: 
health manpower issues, increasing support for family practice 
residency training programs, the high cost of medical education, 
the ]pli£^t of n?Tal hospitals, the fee differential paid under current 
Medicare rq^iations, and the increasing medical liability issues we 
just hepid about. 

All of these factors are closely interconnected. The Federal Gov- 
ernment has certainly been concerned about the supply of ade- 
quate numbers of health professionals and the distribution of those 
individuals. 

The Graduate Medical Education National Advisory Committee 
indicated that there would be a surplus of certain tjpes of physi- 
cians m the year 2000. Actually, in my specialty, they have indicat- 
ed that we will be in pretty good shape as long as we continue to 
educate the number of physicians we are currently doing. 

However, otiier studies done by the U.S. Department of Health 
and Human Services indicate that even taking into account physi- 
cian diffusion, by the year 1999 and thereafter, there will be a 
large deficit in the physicians required to meet the federal shortage 
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area minimum levels in both metropolitan and non-metropolitan 

i^??!u^^^^\ on Graduate Medical Education has been examining 
both the supply of and demand for physicians, with its preliminary 
conclusions specific to primanr care specialties. They concluded 
that there is an undersupply of physicians in family practice. They 
recommend incentives such as grant programs, revisions in Medi- 
care and Medicaid reimbursement pohcies and student loan repay- 
ment programs to provide and assure that sufficient numbers of 
primary care residency programs and positions are available. 
, On a more personal note, as Program Director, this is a list of 
letters from Kansas communities that need physicians. The supply 
physicians in our rural state is certainly one that everybody 
should know about. 

I think the Federal Government has been very supportive of the 
health care manpower issues and particularly in the Public Service 
Health Act, specifically Sections 780 and 786. 
ooo^^^^ strongly encourage this committee to support Senate Bill 
^Idd, the Health Professionals Reauthorization Act of 1988, which 
was introduced on March 29. 

This bill continues to fund family practice residency training pro- 
grams for 3 years and wiil soon be considered by the Senate Labor 
and Human Resources. Committee. 

It is my underetanding that legislation is being drafted which 
will be mtroduced in the House which I believe you should strongly 
support. While my political convictions are that a balanced budget 
would be helpful for all of our citizens, appropriations of $36 mil- 
lion for Section 786 and $7 million for Section 780 would be a wise 
expenditure for our rural elderly. 

Another area of great concern is the plight of rural hospitals, 
itiese hwpitals are impacted by increasing amounts of indigent 
^e, tod debts, and reduced opportunities for public support 
through tax revenue and donations. Many rural hospitals are clos- 
ing because of the lack of physicians and other health care help. 

Most rural hospitals are 100 beds or under and they all need 
your particular attention. I think the passage of the Rural Health 
Care Improvement Act has helped, but I thmk we need to concen- 
trate on the plight of rural hospitals. 

Another issue which I draw your attention to is the practice of 
specialty differentiation in Medicare reimbursement. Recently, 
tiLbA posted a notice in the Federal Register requesting comments 
on a possible change in regulations that govern the determination 
ot reasonable charges that Medicare pays for physicians. I urge 
that all of you support formal action to eliminate those differen- 
tials. 

Another area of increasingly great concern is the medical liabil- 
ity issue. As you know, in Kansas, we have a crisis in the State of 
Kansas. Some years ago, I testified before Senator Dole's subcom- 
mittee and asked him specifically to keep the Federal Government 
out of Kansas liability. 1 do not think that is possible anymore. So, 
I would suggest that you take a look at that. 

We also need to look at the cost of medical education. Many med- 
ical studente now complete their graduate training with debts in 
excess of $35,000. Physicians then look towards going into special- 
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ties which pay them a higher return so they can pay off those bills, 
* and one of those specialties is family practice. 

I think it also important that you have these meetings in rural 
areas. It seems to me most of the time I see studies done on how to 
help rural Americans done in Philadelphia or Chicago, and we ap* 
preciate your coming to Kansas. 
Thanks. 

[The prepared statement of Dr. Chaney follows:] 
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Mr. Chairfuan and members of the CommUtee: 

I appreciate the opportunity to present to y^ou some of the issues 
which I believe wiTi impact on the health care needs of senior citizens in 
rural America. Since tne time of my presentation is very limited, I will 
abbreviate my introduction. I will submit printed testimony and in it you 
will find my historic background. (I am Ernie J. Chaney, H.O., a Professor 
of Family and Community Medicine at the University of Kansas School of 
Medicine-Wichita and Director ci the St. Joseph Family Practice Residency 
Training Program. I am a graduate of the University of Kansas School of 
Medicine and have practiced in- northcentral Kansas in Republic County from 
1957 to 1983. I joined t^e faculty of the University of Kansas School of 
Medicine-Wichita in 1983 and have been Director of the Residency Training 
Program at St. Joseph Hedical Center since chat time. I have had the pri- 
vilege of serving as President of the Ka'isas Academy of Family Physicians 
and also as President of the American Academy of Family Physicians, this 
country's second largest medical specialty s.'^ciety. I currently serve as 
President of the Family Health Foundation of America, the philanthropic arm 
of Family Medicine. I serve as a technical advisor to the Harvard-AHA 
Resource Base Relative Value Study, and I am actively involved in the prac- 
tice of Family Medicine, with particular interest in Obstetrics and 
Gerontology.) I am Ernie J. Chaney, M.D., bcrn in Crawford County, KS at 
Mt. Carmel Hospital when the hospital was situated halfway between 
Pittsburg and Frontenac. I am a graduate of the University of Kansas 
School of Medicine and have spent the majority of my medical career deli- 
vering health care to rural citizens in a community in northcentral Kansas 
fn Republic County. Belleville, Kansas had a population of 3,300 when I 
started practice but had diminished to 2,800 by the time I left. The 
county used to have approximately 11,000 citizens but is currently down to 
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about 8,000 people. I asj currently a Professor at the University of Kansas 
School of Hedicine-Wichita in the Departr«nt of ramily and Coireaunity 
Medicine and a Program Director in a 26-resident Family Practice residency 
training program at St. Joseph Medical Center. 

I would suggest to you that there are six areas of great concern in 
the health care delivery to the rural elderly. These include: 

1) Health nanpower. 

2) Increasing support for Family Practice Residency Training 
Pro 9 rasas. 

3) The high cost of medical education. 

4) The plight of rural hospitals. 

5) The fee differential paid unc^r current Medicare regulations, and 

6) The increasing nedical liability crisis. 

All of these factors are closely interconnected. The federal govern- 
ment has certafnly been concerned about the supply of adequate numbers of 
health professionals and the distribution of those individuals. The 
Graduate Medical Education National Advisory Committee (GHEHAC) indicated 
that there was a surplus of certain types of physicians and that ti.ct sur- 
plus would exist until the turn of the century. Other studies, such as 
those done by the U.S. Dept. of Health and Human Services^ indicated that, 
even taking into account physician diffusion, by 1994 and thereafter there 

********************************** 
^Odm report #4-83, June 1983 
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will be a large deficit in the physicians required to nicet the federal 
shortage area minimum levels in both nonmetropol itan areas and metropolitan 
areas* 

The Council on Graduate Medical Education (COGJIE) has been examining 
both the supply of and detnand for physicians, with its preliminary conclu- 
sions specific to primary care specialties of general internal medicine, 
general pediatrics, and Family Practice. In its preliminary reconnenda- 
tions, COGJtE has concluded that "there is an undersupply of physicians in 
Family Practice." COGME then recommends that "incentives such as grant 
prograss, revisions in Medicare and Medicaid reimbursement policies and 
student loan repayment programs must be provided to assure that sufficient 
numbers of primary care residency programs and positions are available to 
meet the needs of society." 

On a more personal note, I can report to you that the state of Kansas 
is greatly in need of Family Physicians. Here are but a few letters writ- 
ten tome as Program Director from communities seeking Family Physicians. 
The federal government has been concerned about these health manpower needs 
and has been responsive to those needs by the implementation and support of 
federal programs such as the Public Health Service Act, specifically 
Sections 780 and ?85. I would strongly encourage this committee and other 
members of congress to support Senate Bill 2229, the Health Professionals 
Reauthorization Act of 1988, which was introduced on March 29th by Senator 
Kennedy. This bill continues to fund Family Practlce-rusidency training 
programs for three years and will soon be considered by the Senate Labor 
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and Human Resources Coaaittee. »*ly understanding is that Representative 
Uaxnan is drafting reauthorization legislation which will be introduced in 
v!»e House and which I believe yoa should strongly support. While tny poli- 
tical convictions are that a balanced budget v/ou Id be helpful for all of 
our citizens, appropriations of S36 mllion for Section 786 and 57 mil lion 
for Section 780 would certainly be a wise expenditure and one that Would 
benefit the rural elderly. 

Another area of great concern is the plight of rural hospitals. 
"These hospitals are i-;pected by increasing asiounts of indigent care, bad 
debts, and reduced opportunities for public support through tax revenue and' 
donations. "2 

Tficjsecond problen for rural hospitals is their inability to respond 
to pressure created by the evolving American health care- systen. These 
include restricted reicburseipent by public and private payors~with the 
resulting conflict between cost containinent and access, shifting the locus 
of care fron inpatient to outpatient settings, inadequate supply of health 
personnel in rural areas, increasing competiticn for patients, and 
increasing need for capital by these institutions. All of these factors 
help to explain why r^ny rural hospitals are experiencing economic distress 
and are considering or implementing plans for closure. 2 

********************************** 

^Rural Hospitals: literature Synthesis and Health Services Research 
Agenda, Rural Health Services Research Agenda Conference, San Oiego, CA, 
December 13-15, 1987. 
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Supportive legislation s^ch as the Rural Health Care Inprovement Act 
(SOBRA) 3re useful as well as legislation which would eliminate the urban- 
rural differential 7n hospital rcinibursetnent by Medicare. Most rural 
hospitals -have fewer than 100 beds and will require specific individual 
attention to prevent communities frotn losing their hospitals. 

Another issue to-which I draw your attention is the practice of spe- 
cialty differentiation in Medicare reisibursecent. Recently the Health Care 
Financing Adaini strati on (HCFA) posted a notice in the Federal Register 
requesting, coosjents- on a possible change in regulations that govern the 
deternination of reasonable charges that Medicare pays for physicians. { 
urge tha.t all of you support action to fonnally elininate specialty dif- 
*ferentials through the regulatory process. 

Another area of increasingly great concern is the jnedicai liability 
issue. I have enclosed in the printed material testimony given to the 
Kansas House and the Kansas Senate Judiciary Coinmittees concerning that 
serious crisis. This will hot only affect the health care delivery of all 
reproductive age' females in Kansas, but will also add the possibility of 
closing rural hospitals, which will certainly impinge on health care of the 
rural elderly. 

Some years-ago I testified for Senator Dole's subcoirwittee concerning 
ntedical liability and specifically requested the federal government refrain 
from action oh the liability issue and allow each state to develop their 
own solutions. However, it has become abundantly clear that at least the 
state of Kansas is jnable to dothat, and unless some solution is found to 
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this extremely serious problem, a change in the health care delivery 
system, which will be devastating for rural inhabitants, will surely occur. 

Lastly, ^i>e recruitment and retention of Family Physicians to rural 
Amfcrica is essential if we are to maintain the high quality of fuedical ser- 
vices that.-that population deserves, there are currently 382 approved 
residency training programs in the specialty of Family. Medicine and, as I 
have -previously stated, they will need support f ron both state and federal 
governments for their continued existence* It is important that we recruit 
medi car students into the specialty of Family Medicine to serve in rural 
areas, and. many medical students now complete their graduate training with 
debts in excess of $35,000. Because of the, high cost of medical education, 
they may enter specialties which can afford then a greater chance for paying 
these high debts. In both academic medicine and private practice. Family 
-Physicians are at or near the bottom of the income levels for physicians; 
Some attention needs to be focused on this problem. 

(I serve on the Technical Advisory Coiisnittee-for the Harvard-AiW 
Resource Base Relative Value Study and Relieve that a new Relative Value 
Scale may be of some help in Attaining a more equitable distribution of 
income* However, a single Resource Base Relative Value Scale for each 
distinct physician services should be adopted^ The use of a Relative Value 
Scale that incorporates differentials by type of specialty, practice, or 
geographical location would perpetuate inequities that exist in the current 
system*) *For use in printed testimony—not oral. 
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Additional aid to encourage rural practice fnay be necessary^in the 
form of increasing the support for student loans with forgiveness of those 
loans for serving in underserved areas ♦ It may also be helpful to develop 
income taxr or other incentives to help recruit and maintain physicians in 
rural Ainericai 

I want to thank members of this Committee for alloWihg me to par- 
ticipate in this hearing. and for your interest in the problems concerning 
the health of the rural population* 



E.. J; Cthwey; M»0» ^ 
President, -Family Health Foundation of America 
Director, Family Practice Residency Program 
Professor, 

Department of Family and Community. Medicine 
University of Kansas School of Medicine-Wichita 

EJC/ss 
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Ur. Whittaker. Thank you, Doctor. Art 

STATiapMT OF ART SPIES, ADMINISTRATIVE DIRECTOR, NA- 
TIONAL INSTITUTE FOR RURAL HEALTH POUCY, DES MOINES, 
IOWA 

Mr, Sras. Representatives Meyers and Whittaker, I would like to 
tbank yoii very much for inviting the National Institute of Rural 
H^Edth Policy to come down and participate in this field hearing. 

I would lUso like to thank Representative M^ers for her activity 
in addressing elder issues as a member of the Select Committee on 
Agings and to thank Representative Whittaker for yom* involve- 
ment and action in addressing rural health issues, as a member of 
the Houise Rural Health Coalition, and in introducing Illation 
sudi as H,R. 2708, that assists rural hospitals in deali^ with Medi- 
care's rayment inequitic»^ 

Besides including some background information on the National 
Xhstitiife in my tiestimony, Lhope I have demonstrated the impor- 
tance and contribution of the rural healtii care system and have 
attempted to put rural health care in perspective. 

Nationally, about 20 percent of the care, hospital care, is provid- 
ed by rural hospitals, and as we come to the Midweit, the impor- 
tance and contr3),ution of rural hospitals can easily doubled. 

Forty to 50 percent of the care is provided by Kansas and Iowa 
rural hospitals. 

Since 1980, the health care system, particularly the rural health 
care i^mtem, has uhdei^one unprecedented dramatic change. The 
im^einentation of Medicare's DRG prospective payment j^ystein 
coupled with the heightened relation of practice in mraicine 
through PRO utilization review nkve dramatically affected the op- 
erations and finances of rural hospitals. 

In rural America, there are 30 percent fewer admissions and 28.5 
percent fewer patient days in 1986 than in 1980. More profound re^ 
ductions occurred in Kanisas and in low^^ 

In addition to changing utilization, rural hospitals have faced 
cliahging payment systems that provide inequitable and inadequate 
payment for services provided to rural elderly. I think we are all 
well aware of the urban-rural payment differentials. 

As of April 1, 1988, the differential still exists and it exists heavir 
ly in the Midwest. In Kansas, your rural hospit^ are receiving 
27.2 percent less than their urban counteroarts. In Iowa, that dif- 
ffsrence is 33.5 percent Action by the Rural Health Coalition 
helped to bring that down from higher levels in prior years. 

There are many other problems that rural hospitals face. One of 
them already mentioned was^ medical and technical personnel 
shortages, but, more importantiy, they are facing the changing de- 
mographic base and community heeds. 

Thel6npi:-term strategic issue that rural America and rural hospi- 
tals face IS the aging of rural America. We are all familiar wfth 
those statistics. 

As rural America ages, the needs of the elderly are also chang- 
ing. In addition to acute care needs, there are other headth care 
and social or life style servic(^ and transportation services that are 
now heeded to keep the elderly in mi independent hoh-institutiohid 
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setting, which sounds kind of fiinny for somebody from a hospital 
asBodation, but I think timt is the^r^ 

The new services will create financial chcdlenges for both public 
and the:private sector. 

As port of the Iowa Hosi>ital Association and the National Insti- 
tute^ conoern about access to health care services for the elderly, 
we called: upon a number of elder ^ups in Iowa, including the 
American Association of Retired Person^ the Iowa Area Agencies 
on Aging, the Iowa State Department of Elder Affairs, and the 
Council of Senior Citizens, to advise us oh what are some of the 
critical probleni areas and needs of the elderly. 

Some of those include: after hosm care is not readily available 
because of lack of payment and prohibitive regulations on the 
-acute care side. There is a heed for better discha^e planning and 
better coordination of services and sources of service ii^ormatibn 
for the elderly. 

Piere is a need for affordable transportation services, lifeline 
services, education on Medicare supplemental insurance policies, 
various pnndsiohs of the Medic^ program, including PRO review, 
and awar^ess of various preventive, screening, diagnosis and 
treateient services. 

The need exisia to create a central agency or organization that 
mOi coordinate all fvrvices available to the elderly within each 
a>mmuni^. The ag«^n<^ must be easily accessible and should be 
recoi^iizea as the ir .^.lal point of contact for information and refer* 
rtal to o^er resources. Local hospitals, especially those located in 
rural areas, may be the most appropriate organization to fill this 
need. 

There have been a number of strategies pursued by hospitals in 
addressing the needs of the elderiy and responding to the new envi- 
ronment. ^ 

What I would like to do is mention two strat^es that have been 
pursucMl in Iowa that we believe are.vezy impprtaht. 

The first is an example of a succesGfml case management effort 
that has been undertaken in Linn County, Iowa. Fourteen commu-r 
nity jG^endies in Linn County have joined together to operate a 
EQmti-£sciDlinairy Linn County case management project. 

An article that describes this particular program is attached to 
the testimonv. 

The second innovative strata is beihg developed is by the Aux- 
illians of Iowa Hospitals. Through training, Auxillians will now 
assist the elderly in completing and understanding Medicare pay* 
ment forms. lowans helping other lowans. ^ 

Within the written testimony, I have included several recommen- 
dations, which I will not go into right now. 

The leadership role in setting policy and financing must come 
firom Congnras, as has been demonstrated by your efforts. A strong 
national policy and fiihding mechanism for health, transportation, 
and social services needed by rural elderly will encourage both 
State, local and private development. 

The Iowa Hospital Association and the National Institute for 
Rural Health Pohc^ sui>ports and endorses the House Rurd Health 
CoaUtion's 1988 legislative agenda. Prov^ to remedy th^ short- 
age of rural health professionals, such as physicians and RNs/jand 
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to improve access to Medicare HMO coverage by rural residents 
are vital to America's elderly. 

We appreciate this opportunity to participate in this field hear- 
ing. 

The Iowa Hospital Association and the National Institute pledge 
:to work with you in seeking solutions to the problems and heeds of 
ruraLAmerica. 

Ttiank you very much. 

[The prepared statement of Mr. Spies follows:] 
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Repreacncatlve Meje^a ud Vhlttakar, I an Art Splat, Vlca Praaldant with 
the'J'^ii Hoapltal Aaaoclatlon and Adalilstratlva Director of the 
*2«Uona}« Inatltute for Rural Health Pollcj. I would like to thank 70U 
for Inciting the National Inatltute to participate In thla field hearing 
held if the Houae Select Conlttee on Aging. 

The National Inatltute for Xural Health Policy wee eatabllehed in 1986 
and la iponaorcd by the Iowa Hoapltal Education and Xeaearch Foundation 
In aaaoclatlon with the Unlveralty of Iowa Center for Health Servlcea 
Reaearch. The Inatltute le a nonpartlaan raaaarch canter whoae «l*rft<> 
Is to affecr rural health policy and laprova the health atatua of it 
Aaerlcana. 

Initiatives of.the Inatltute Include policy analyele and applied 
research, educational activities, deaonstratlon projacta and Infornatlfyn 
dlsseslnatlon* The Institute Inltlatlyee are focuaad on four broad 
areaa of concern which are acceaa to rural health care aervlcea, care of 
the rural elderly, rural aaternal and child health, and rural occupa- 
tional heali:h. Both tla Iowa Hoapltal Aaaoclatlon and the National 
Inatltute for Rural :^ealth Policy are concerned with acceee to rural 
health care servlcee and the apeclal and changing needa of the elderly 
In rural Anerlca. 



Before I describe rural health and nedlcal service trends, we Ilrat need 
to put the rural health care ayitea Into perapectlve. 



Statue of Rural Health Syata— 
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Nitionilly, 4/ percent of the hoBpitili, 23 percent of the beda» and 
•pproxiMtely 20 percent of the adataaiona, patient daya, aurgery, 
emergency roon outpatient viaita, and birtha art provided bf thia 
nation'a rural hoapitals. The rural hoapitala enploy about 16 percent 
of the hoapital peraonnel «nd generate 13 percent of che expcntt. 

In^Kanaaa and in Iowa, the importance and contribution of rural hoapi- 
tala can be doubled. 

• Eighty-five percent of Kanaaa hoapitala are rural and contain 58 per- 
cent of the beds and generate 48 percent of the adslaaiona» 51 percent 
of th« daya, 41 percent of the surgeriea, 47 percent of the tacrgency 
room outpatient viaita, 44 percent of the birtha, employ 41 percent of 
the hoapital peraonnel» and generate 37.7 percent of the expense. 
Figurea of lowa'a rural hoapitala are very aimilar to Kanaaa. ^ 

Since 1980, the health care aystem— particularly, the rural health cart 
•yatem—haa undergone unprecedented dramatic change. At the federal 
level, implementation of the diagnoaia related group proapective payMnt 
ayatem and heightened reguletion of the practice of aedicine through WO 

review have dramatically affected the operationa and 
finances of rural hoapitala. 

• Nationally, from 1980 through 1986 hoapitala adaiaaiona dropped 7.5 
percent and patient daya dropped 14.5 percent. 

• In rural America, there were 30 percent fewer adaianiona and 28.5 per- 
cent fewer patient days in 1986 than in 198C. 

More profound reductions occurred in Kanaaa and Io» ^. During that time, 
growth in outpatient activity anj long term care-T)articularly 
Medicare's swing bed program— also occurred. In addition to changing 
utilization of hospitals, rural hoapitals have luck^ jb*nging payment 
systems tha: provide inadequate and inequitab)* .'av-'^t for services 
provided to the rural elderly. 

• As of April 1, the urban-rural payment differential in Iowa was 33.5 
percent. Iowa's small rural hospitals were p/'ld 33.5 percent leas 
than their urban counterparts. 

• In Kansas, small rural hospitals are typically receiving 27.2 percent 
less than urban hospitals. 

Payment increases in the Medicare program have not kept pace with expen- 
ses. Reduced utilization, coupled with strict utilization review, has 
resulted in sicker patients being admitted to rural hoapitala requiring 
additional resources for treatment and longer lengths of stay. Medicare 
payment increases have fallen short of inflation, therefore expenses in 
Iowa rural hospitals have increased faster than net revenues (the money 
hospitals actually receive for ;)atient service) resulting in an erosion 
of profit margins. Profit is a misnomer. Iowa rural hospitals have 
consistently lost anywhere from to 6^ on every dollar of patient care 
revenue received since 1982. 
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lural hotplcalf face ocher probleaa such at faclllcy and equlpaenC obto«- 
leacence and coapllance» llalced acceaa Co long-Cera and ahorc^cera 
capitals Mdlcal and Cechnlcal peraonnel ahorCagea» Che level and acope 
of governMnCal» payer and voluncary regulaClon» and changing 
deaographlc bate and coMunlCy needa auch aa Che aging of rural AMrlca* 
Theac changea have Caxed AaerlcaU rural hoaplcala* Since 1982» 137 
rural hoaplcala have cloae'vi* Thoae hoaplcala conCalned 6»469 beda* 
Mor* laportancl3r» cha nuaber of hoaplcala chat have cloaed annually 
Increaalrg* In 1982» 14 rural hoaplcala cloacd» and In 1987» 40 hoapl- 
cala doaad* Thlv polnca Co che aarlouaneaa of AaerlcaU rural hoaplcal 
opcraclng anvlronaenc* 

Tha long Cera acraceglc laaue chac rural Aatrlei^ and rural hoaplcala 
face la cha aging of rural Aaerlca* 

* Naclonally^ che elderly repreaenc 1U3 p«rcenc of Che populaclon» buc 
by Che year 2050 more Chan I ouc of every 5 peraona vlll be 65 yeara 
or older* In Che rural aldweac^ che elderly accounc for a greaCer 
proporclon of che populaclon* 

* In Iova» 14*1 percenc of che popult'-lon la over age 65* Over 27 per- 
cenc of Iova*a counclea are reporclng an elderly populaclon In exceaa 
of 18 percenc; 42 percenc elderly lowana re aide In rural areaa* 

* In 1Unaaa» 13 percenc of che populaclon la over age 65; 38 percenc of 
che Xanaaa elderly realde In rural areaa* 

* The faaceac grovlng populaclon group la peraona over 75* Preaencly» 
chia age cohorc aakea up 4 percenc of che cocal populaclon* By che 
year 2050» chelr proporclon la expecced co double* Generally » Indlvl- 
duala In chla age group are nore likely Co be feaale wlch few aaaeca 
and of can are dependenc upon faally or oucalde agenclea for aaalacance 
In acclvlclea of daily living* Thla group la of parclcular Incereac 
CO pollcyaakera sl^c; chcy are che largeac uaera of publicly financed 
aervlcea and p^cj^raaa* 

The elderly conauae a dlaproporclonate ahare of acuce aervlcea* In 
Iowa» 14 percenc of the populaclon conauaed 30*7 percenc of che 
dlachargea and 37*7 percenc of the paclenc daya* Moac of chac acuCe 
care la for chconlc lllneaaea such aa heatc dlaeaae» arthrlcla» hyper** 
Cenalon» hearing and vlalon lapalraenc» orchopedlc probleaa» dlabeCea» 
ead-cogniclve lapalraenc* 

Aa rural Aaerlca agca» Che needa of che elderly are alao changing* In 
addlclou CO acuCe care needa » ochar healch care» aoclal or life acyle 
aervlcea and CranaporCaClon aervlcea are now needed Co keep che elderly 
in an Independent nonlnaclcuclonal aacclng* Theae new aervlcea vlll 
creece financial challengea for boch public and prlvaCe aeccora* 



Aa pare of our concern of acceaa co healch care aervlcea Co che elderly^ 
repreaencaclvea of elder advocaCe groupa In Iowa Including Aaerlcan 



HaalCh laauea and Mcada of Bnral Elderly 
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Asfoclieion of Retired Periot$ Area Agencies oo Aglog, State Dcpartaent 
of Elder Aff^ira, aod Couocll of Senior Cltlaeoa advlae the Iowa 
Hospital Aaaociation of aeveral pcoblen areaa and needa of the elderly* 

* Aftcr-hoapital care ia not readily svailable becauae of la?k of 
payBcnt and prohibitive regulations on the acuta care aide* 

* There lb m need fcr better diacharge planning and better coordination 
of Mrvicea and aourcea of aervice Information for the tlderly* 

* There la a need for portal to portal trana^ortatlon aervicea, lifeline 
aervicea, tducation on Medicare aupplemcntal inaurance policiea, 
varioua proviaiona of the Medicare, includlag PRO revlev, lad aware- 
neaa of varioua preventive, acreenlng diagnoaia and treatment 
aervicea* 

Bccauae of changing demographic characteriatica and budget limitationa, 
tranaitlon hj rural health proviC/ t and payment for theac sev aervicea 
la alov or doea not exiat* Ihe overarching problem ia tht lack of • coor- 
dination of aarvicaa for th« elderly* The need txiata to create a 
central agency or organlxation that will coordinate all a«r/icea 
available to the elderly vithis the community* The agency, muas be 
eaaily acceaaiblt and ahould be rccognixed aa tht initial point of con* 
tact for information and referral to other reaourcea* Local hoapitala, 
eapecially thoae located in rural areaa » may be the moat appropriate 
organitatloo to fulfill thia need* While coordination of aervicea ia 
important for all elderly, it ia particulary important fur the rural 
elderly vho tend to be older and more likely to b« iaolatcd both 
geographically and aocially than their urban counterparta* 

Strateii ea to Improve Aeeeaa to Health Senrieea ly The Inral Elderly 

Strategiea which hmve been puraued by hoapitaU and othera to enaure 
acceaa are many and varied baaed on coanunity needa and reacarcea* 

* Ru.il hoapitala have responded by conaoli^ating inpatient aervicea 
Into an appropriate economic aize atriving to uae exiating reaourcea 
more effectively* auch aa uaing multiakilled peraonnel reducing the 
number of peraonnel and, of courae, uaing fever beda«< 

* By recruiting needed phvaiclana (both primary care an* apecialiata) 
and eatablialdng periodic apecialty clinica in auch areaa aa orthope- 
dics, cardiology, otolaryngology, end opthalmology* 

* Rural hoapitala have diveraified their revenue and aervice portfolioa 
along the health care eontinuum* The awing bed program, other loag 
tern care, outpatient eare aervicea, home health eare, day care, and 
auperviaed independent living for the elderly are aeveral programa 
puraued* 

* Rural hoapitala have implemented many different programa for the 
elderly aueh aa health lifeline programa, meala-on-wheela, congregate 
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neal altes, wellness prograns, screening prograns, education programs, 
and transporCaClon services. 

* Rural hospitals are networking, Investigating and. If appropriate, 
pursuing aultl-lcatltutlonal multlprovlder arrangements Including 
shared serv5.ces, cooperatlvea, joint venture?,, ^fflllatlona or net- 
works such ;is-VHA and management contracts* 

* The fourth rjod most Important strategy pursued by hospitals Is 
defining anU implementing a new mission and business focus* Rural 
hospitals are expanding the mission and business focus of the hospital 
into a health and social service center, functioning as the hub of the 
community health and social aervice aystem* 

These strategies by rural hospitala are being pursued not only in Iowa 
but in Kansas and across the country* As X mentioned earlier » the cri- 
tical problem is the lack of coordination of aervices* One method for 
coordinating services to the elderly is through comprehensive case man- 
agement* The goal of case management is to coordinate access and pro- 
vide necensary community services to frail and vulnerable elderly, 
therefore helping them avoid unnecessary utilization and inappropriate 
nursing home placement* Thla is.- achieved through revlf ^ of cases by a 
caae management teas made up of memberb from all the area agencies which 
provide services for the elderly* A case plan is developed with the 
cooperation of the client end the family* This approach is a good way 
to maximize service provision, particulary in rural areaa whera re- 
sources are. scarce* 

An example of a successful caae management effort has been undertaken in 
Linn County, Iowa* Fourteen community agencies *.n Linn County have 
joined together to operate the multidiaciplinary Linn County Case 
Management Project* Through this project, a variety of services are 
offered, including adult day care, home health care, transportation uci 
acute care- secvicea* Since its inception in 1982, the number cl* rf-vs 
being managed has risen from 23 to^over 100* Results of this program 
have been that service delivery has been enhanced, quality ot life has 
improved and costs have been reduced by 50 percent* I have attached an 
article regarding th^ Linn County, Iowa case management project , tu racy 
written testimony* There is no payment for this service; therefcie, a 
limited number of elderly could be aerved* 

A second innovative strategy being developed by the auxilians of Iowa 
hospit-als will assist the elderly in completing and understsnding 
Medicare payment forms* This is a project undertaken by the auxiliaries 
during their 1988 program year* Training programs for auxilians from 
each hospital were held during February 19d8* Implementation of this 
program is being determined by the local auxiliary* 



Many of the health related needs of older adults are not strictly medi- 
cal* These people also require education, coordination of services. 



What U Needed? 
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transportation, support services or custodial care. The structure of 
our health care system is mismatched to the needs of the elderly. 
Financial and regulatory incentives do not exist which allow the deve- 
lopment of a coBsunitywidc network which offers, as I^en Dychwald descri- 
be* it, **r. diversified spectrum of health and social services in a 
community^'lde integrated network driven by a one-stop-shop case canaee- 
aent system*" . 

Ve would* rscomeDd the following actions for Congress's consideration: 

K Adoption of a federal health policy to allow and encourage rural 
hospitals to be the foc5.1 point for health and social service 
provision. Removing payment or other regulatory obstacles is also 
critical. Transportation and social services for rural America 
should be underwritten sufficiently to assure access to and coor- 
dination with acute, emergency and long term care services. 

2. Payment to rural hospitals for Medicare patients oust be Increased. 
The inequitable payment difference between rural hospitals and 
urban hospitals must be eliminated. 

3. Adequate payment for nonacute care services is imperative. Federal 
policy has encouraged less Inpatient acute care and more outpatient 
care, long term care and home health ca e. Adequate payment for 
these nonacute services must follow. 

Rural providers must have regulatory and payment flexibiiitv. 
Regulatory obstacles blocking rural providers from quickly ' 
responding to changing coomuni ty needs must be eliminated. 
Conflicting regulation in payment policies must be identified and 
eliminated. 



5. A federal health care -^d social policy for the elderly needs to be 
developed. The policy sKo-3d recognize the need for financial and 
geographic access to ncaltn care all along the health care con- 
tinuum and the exlsten^.e of proper financial and regulatory incen- 
tives allowing the development of health, transportation, and 
social services needed by rural America's elderly. 

6. Rural hospitals should be encouraged to convert idle acute re- 
sources to other health care services needed by the elderly and the 
poor. While a federal grant program providing financial assistance 
to rural hospitals in converting Idle capacity was legislated last 
year, funds need to be appropriated for that grant program. Small 
rural hospitals need that financial assistance for the conversion 
of idle capacity, training of existing personnel and recruitment of 
new health care professionals. 

The leadership role in setting policy and financing must come from 
Congress. A strong national policy and funding mechanism for health, 
transportation, and social services needed by rural elderly will 
encourage state, local and private development. 
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Oar current conccnw art for the coatlmted evellebllity end access to 
quality c«re by rural Aatricens, especially the rural elderly* As 
suggested earlier, Aaerica's rural hospitals are providing diversified 
servlcfes to better serve their cn—unfties^ The future rurel hospital 
does need to continue to provide snaller saounta of acute and eatrgency 
care* To renein viable* however, especially In sparsely poi^tlated 
areas » it needa to be a cnasmlty health and social service* center* 
The geaot of aoninpatient acute care aervicea being provided will 
increase aa rapidly as hospitals and other providers can ovcrcoae 
various regulatory and financial barriers* 

A rural health care syatea of the future will offer a diversified 
spectrua of health and social services in a coiannityvide netvork driven 
by **a oae-atop-shop caae nanagenent syvten*** The hospital can serve «• 
the focal point for thia neCVork* 

Ve appreciate this opportunity for coawit oa factors that have inhib- 
ited access to health care services hf the rural elderly, strategies 
pursued by rural hospitals and other prt)yiders that enhance the rural 
elderly's access to health and social services, and identification of 
several Initiatives Congress can pursue* the Iowa Hospital Association 
and the Natiooal Institute for Rural Health Policy pledge to work vlth 
you in seeking solutions to probleos and needs of rural Aaerica* 

Thank you very auch* 
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Mr. Whittaker. Thank you. Art. Congresswoman Meyers. 

Ms. Meyers. I became immediately more alert when you men- 
tioned Lmn County because Linn County, Kansas,.is in my district. 
It used to be m Bob's district. 

The case management system that you say has been successful in 
1^ County, Iowa, how could that be modified and applied to a 
more rural area? 

Mr. Spies. There are a number of agencies that are involved in 
that. Fourteen m number. Such as home health care services, 
Umted Way, hospitals, home health care agencies, departments of 
health, departments of human services. 

Many of those agencies also have offices in rural settings. 
Through their own initiative, these agencies got together, on a vol- 
untary basis without additional payment, to take a coordinated 
case management approach, and, so, I thmk that the needed serv- 
ices are already there. 

It is the time and effort that needs to take place to bring all 
th^ sernces together under one coordinating agency. 

The major Umiting factor is the lack of funding. Currently other 
agencies volunteer their tune and resources to perform this func- 
tion. So, I thmk funding these programs is one of the challenges 
that we face. 

How do we get that over-arching coordination that is needed. 
Ms. Meyers. Thaiik you. 

Dr. Oianey, I understand that you are involved m the develop- 
ment of geriatric education and research institute. 

Could you tell us what the role of the mstitute is and a little bit 
about it? 

Dr. Chaney. Yes. Thank you, because we got our grant to teach 
genatric medicine to graduate residents through a grant from the 
F^eral Government. Out of that sprang the institute. 

bo, we have just started it. We hope that it wUl contmue to be 
just what It says, an institute that encourages education of the 
family physician because they are one of the primary caregivers m 
rural America and particularly to rural elderly, but also to other 
paraprofessionals, nurses, physical therapists, to the spiritual 
aspect of the care of the individual, maybe even teaching social 
workers other things m our older adult assessment team which we 
have developed. 

I think that is something that should be encouraged because 
older adult assessment is something that needs to be done and 
nee(!s to be done in a unified multi-disciplinarv fashion, which we 
have started.- 

It is also doing some rcsearch. Currently, we are looking at the 
effect of long-term grief. The elderly population is one of the areas 
m the country that has been woefully neglected as far as research. 
Social research and other activities. 

So, I think is iust now that we have awakened to the idea that 
we need to do a lot of things to find out more about our elderly. So, 
I beheve that a regional geriatric institute and research center can 
be helpful. 

One of the problems we are facing is that, once again, people say 
that is a good idea, but they want to put it in Newark or Pitts- 
burgh, Pennsylvania, and, so, you need to make sure that they are 
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i)ut in areas where people what rural America is like, and if you 
ook at some of the fellowship grants, they are only done in medi- 
cal schools having departments in dentistry. 

I would suggest to you that Woodson, Kansas, is a pretty good 
place to study rural America. We do not have the schools of den- 
tistry, so we cannot have fellowship grants. So, I think we need to 
go back and look at that. 
Ms. Meyers. T^ank you very much. Dr. Chaney. 
Mr. WHirrAKER* Thank you, Jan. 

Doctor, we are very much aware of the efforts the Federal Gov- 
ernment has made to attract physicians into the rural areas. From 
your perspective on the front line, do you feel that the Federal pro- 
grams have been successful in getting these doctors into the rural 
areas? 

Dr. Chanky. No, absolutely not. 

I think Hie Health Service Corps has been a failure for many 
reasons, not the least of which they do not put the people in the 
area of need, and sometimes if you have a physician there who is 
just there to pay off his debt and does not want to stay, that pre- 
vents another physician from coming in. 

' I think we have to emphasize that there are certain specialties 
that do well in metropK>litan areas and certain specialties that do 
not do well in rural areas, and we have to recognize the need to 
train those particular types of physicians. 

I do not know the answer, but I think we ought to look at tax 
incentives. The rural payment for physicians in rural areas is not 
as great. The cost to deliver health care services, on the other 
hand, does not go down when you move out to the rural areas. 

So, besides that, you have to convince your wife that it is a nice 
place to liva 

So, I do think it is important that we look at incentives to try to 
recruit family physicians in to rural America. 

Mr. Whittaker. Doctor, you have referred to the rural-urban 
concept toward specialization. Do you think that the trend towards 
specialization has hurt the rural area then rather than helped it? 

Dr. Chaney. Well, I think it tells you the fact that the family 
physicians are now recognized as a specialty, the twenty-second 
recognized specialty since 1969. That is great. That has given us a 
status that we did not have before. 

I think what we have had happenrd, though, is the increasixig 
cost of medical practice and education, and particularly the liabiE 
ity issues, have driven people to high-paying jobs, and in medicine, 
we pay people an awful lot of money if they can do technical 
thinp. You do not §et paid very good just to think, and I think 
that is one of the things we have got to address with the resource 
base relative to value studies that are being— will be handed over 
the 14th of July for you to take a look at 

If that is structured so that we still may be dovm here thinking 
and up here we are doing, it will not do very much. It ought to be 
evened out a little bit so that the iechnician5 are paid justly, but 
other people who do not do the technical things are treated more 
fairly. 

Mr. WnnTAKER. Doctor, are you^ satisfied with the number of 
physicians that we are attracting into the geriatric specialty? 
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Dr. Chaney. No. I think we need many more, and that is one of 
the reasons the American Board of Internal Medicine or Family 
Practice has developed a certificate and added a qualification in 
geriatrics. 

One of the reasons we need funding to teach people geriatrics, 
our residents have to learn Trom my experience and one other phy- 
sician in our residency faculty who has an interest in geriatrics, we 
need to train them to understand geriatrics so they can go out and 
train other physicians. 

So, that is a need that is very obvious. 

Mr. Whtttaker. From your perspective, what we can do to at- 
tract more nurses in geriatric care? 

Dr. Chaney. I think probably health care delivery, particularly 
amongst nurses and paraprofessionals, has not been adequately re- 
imbursed. I think that is changing as the years go by, but it still 
has not been adequatr^y reimbursed. 

I think education is the thing. There is not anything in my field, 
and I think probably so in nursing, that is more interesting and 
satisfying than taking care of the elderly population. So, I am in- 
terested, interestingly enough, in obstetrics and gerontology, but I 
think we neev So educate people that there is a great d^ of pleas- 
ure to be derived'm taking care of elderly people. 

Mr. WmTTAKER. I was fascinated with your comment, about the 
differences of medical liability for the rural doctor versus the 
urban. 

You are contending that because of the lower gross income that 
a rural doctor may have, he really cannot easily afford to stay in 
the rural setting as long as he high liability costs. 

Dr. Chaney. Impossible to do. In the Reld of obstetrics, if you de- 
liver—most rural physicians will deliver 30, 50 babies a year. If you 
increase the cost of their liability insurance by $10,000, divide that 
by 50, you can see what he is going to have to ask each patient to 
pay. Where are you going to get the money? 

The thing for the physician to do is to say I will not deliver the 
babies or if the cost of the liability insurance for taking care of the 
elderty grows sc high, they will just quit. Part of the problem in 
our spedalpj numbers is a lot of us are retiring because we do not 
want to piAc np with that. 

In addition to the financial liabilities, the emotional liabilities of 
defending lawsuits, many of which are frivolous, but it sure im- 
pacts. 

Mr. Whittaker. Okay. My last question. Dr. Chaney, is, what 
percentage of the care in rural areas is performed by the family 
physician, rather than the traditional specialist that you normally 
find in the metropolitan areas? 

Dr. Chaney. Well; I tell our residents as they enter our program 
that by the time they are through, if I have done a good job in edu- 
cation, they should be able to take care of 90 to 95 percent of the 
things that are brought to the family physician offices. 

Obviously, that other 5 or 10 percent needs our limited special- 
ists to take care of, and we need to educate those individuals, also. 
But given rural America and the technology that is there, I think 
the individual family physician is much better prepared to admin- 
ister the total care of the person than the limited specialist. 
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Mr. Whittaker. Thank you, Doctor. 

Art, I would like to ask a question about your National Institute 
of Rural Health Policy. 

How much effort have you done in your institute towards re- 
searching future trends and the delivery of that care? 

Mr. Spies. Very little, to be honest with you. We are an emerging 
organization. We are in the process of applying for grant money 
that wag legislated last year for rural research centers and admin- 
istered through the Office of Rural Health Policy, and, so, at this 
time, we have not done any forecasting. 

Mr. WnnTAKER. Okay. Tliank you. 

Well, ladies and gentlemen, this concludes our hearing, I did em- 
phasize at the beginning that we do want to keep the record open. 
We have some individuals here, in. particular Ms. Reinhart, from 
the Kansas Farm Bureau, and Mr. Garrison from Southeast 
Kansas Community Action, that havv^ some testimony. I assure you 
we w£mt that in the record. Likewise jf there are others that have 
information that could be beneficial in addressing the needs of our 
rural elderly, please submit those comments to the committee for 
inclusion within the record. 

Again, I thank you very much for participating, 

Ms. Meyers. Thank you 

[Whereupon, at 3:30 p.m., the hearing was adjourned,] 
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U.S. House of RepresenCaCives 
Selecc Coarsiccee on Aging 

Field Hearing 

Ke: Special Heeds of Rural Elderly aad Aging 

June 13, 1988 
McCray Hall 
Pittsburg State University 
Pittsburg, Kansas 

Presented by ; 
Linda Reinhardt, Chairaan 
Women's Consittee 
Kansas Pars Bureau 

Mr* Chairaan and Neabers of tue Coaaittee: 

We consider it a privilege to bring to your attention, the 
Select Coomittee on Aging, some of the special needs of the rural 
elderly. We conocnd you for conducting a Field Hearing in 
Pittsburg, Kansas on this topic. 

My name is Linda Reinhardt. I am the Chairraan of Faro Bureau 
Wooen in Kansas, a member of the American Farm Bureau Federation 
Women's Committee, and a Hember-At-Large of the Kansas Farm Bureau 
Board of Directors. I am here today representing the more than 
126,000 nember families of Farm Bureau in Kansas. 

We want to bring to your attention some of the special needs 
of the rural elderly. Those needs are in a number of areas. We 
will focus on some of the needs most pressing in such areas as 
Health Care, Transportation, Taxation, and Social Security. 

(73) 
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For many of our elderly, nursing home care will become a 
necessity. For others, remaining in their own homes will be a far 
preferable option. We believe health care programs should 
maximize the independence of the elderly for as long as possible. 

In health and nutrition many things are needed. I will 
highlight but a few. We support: 



(1) Legislation to allow lOOZ federal income tax credits or 
tax deductions for those who self-finance their health 
insurance; 

(2) Greater use of non^ph y s i ci a n providers to help relieve 
personnel maldistribution in the medical profession; 

(3) Efforts of medical schools to train additional qualified 
family physicians who intend to practice medicine in 
rural areas; 

(4) Economic inducements to encourage doctors to practice in 
rural areas (Kansas Farm Bureau has initiated, along with 
the Kansas Medical Society, a program known as MEDISERVE* 
Our program provides finuncial stipends for candidates at 
medical school who will agree to practice in an 
underserved rural area of Kansas in one of the basic 
general practice/family practice specialities. ) ; 

(5) State and federal government policies that provide 
incentives for medical and mental health services in 
rural areas; 

(6) Efforts at every level of governaent to re luce medical 
malpractice insurance costs; 

(7) Third-party payer recognition for payment of outpatient 
treatment and preventive measures. 



While still on the topic of health and nutrition, I must say 
to you that we are opposed to compulsory national health insurance 
in any form. 

One of the things we have done in Kansas that should be 
reviewed as a possibility at the congressional level, something to 
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dovetail with our new Kansas law* relates to what we call Division 
of Assets. Because medical care, nedical assistance, and nursing 
home care are becoming increasingly expensive, those types of care 
often dep'ete the assets of families rural and jrban. That 
depletion threatens to bankrupt families. We urge this Committee 
and the Congress to give carsful consideration to legislation 
which might be developed to protect against su'^h financial 
disasters. We believe legislation at the federal level, similar 
to what was passed in^Kansas just this year, should permit spouses 
to divide their income and resources, including cash or other 
liquid assets and real and personal property, in order to become 
eligible for or to remain eligible for medical assistance or 
nursing home care. 

Transportati on 

Adequate transportation is tremendously important to our 
rural elderly. In this day and age, when more and more bus line 
consolidations are taking' place, and less and less bus 
transportation is available in many communities throughout Kansas 
and throughout the Nation, we believe this matter deserves serious 
attention by the Congress. We should have a national 
transportation policy that indicates a willingness to find a 
shared responsibility for providing such service. The 
beneficiaries of a good transportation system are not Just the 
elderly. They include retail business and service providers when 
the elderly must leave their community and go many miles for the 
service or to be a consumer in another community. When fares and 
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tariffs are not sufficient there should be some nethod of 
tax-supported transportation assistance. Surely, ve can find the 
ways to give direct or indirect governoent assistance to bus lines 
and other modes of transportation to assist our rural elderly. Of 
course, rail passenger service is almost non-existent. Perhaps 
some of our rail lines can be revitalized. 



The tax policy in this country shculd be designed to 
encourage private initiative, econooic growth, equity and 
simplicity. We have not seen that. A number of things could be 
done to our tax code to simplify and to encourage growth, to 
encourage capital formation for use in our later years. We would 
support revisions in the federal tax code to provide income tax 
averaging. That is vital in agriculture when our income certainly 
has its ups and downs. 

We would support a provision to allow self-employed taxpayers 
to deduct the full cost of their .lealth insurance premiums. 

We encourage Congress to reinstate capital gai.ns treatment. 
When someone has acquired a capital good and for any reason must 
sell, the treatment of any capital gain as ordinary income is 
punitive. 

We support an exemption from social security taxes for that 
portion of a self-employed persons income that is attributable to 
return on investment. 

One of the things you as a Committee could do, could 
recommend to your colleagues in the Congress, that would assist 



Taxation 



-4- 




77 



the rural elderly and all other citizens, would be to provide for 
- insist OB SBd help develop - a BALANCED BUDGET. We cannot 
continue sapping the resources of the citizens of this country to 
pay for future generations. We need to balance the federal 
budget.' We can do that and still provide the necessary services 
for citizens of all ages. 

We certainly thank you again for conducting this Field 
Hearing in Pittsburg, Kansas. We invite your careful attention to 
those iteos we have highlighted, just a few of the things which we 
believe would be of assistance to our rural elderly, and would 
allow them to continue as productive citizens in the rural 
coofflunities of this state and the Nation. 



ERIC 



SO 



78 

TISTINOKY 
IIPOXK 

THB SBLCCT COHKITTIB ON AOXNO 
FXBLD HBARINO 
AT PlTTSBtTRO, KANSAS 

"KBNTAL KBAtTH ISSUBS 
OP 

TIB RURAL AGING** 

Pr«itnt«d byt 
H* Ivor Jontif M.D. 
$h«vntt Million, xiniii 

Monday » Juni 13* 1988 



ERLC 



81 



79 



My niM it H. Ivor Jones » H.D. from ShivnM MiMion, 
KincM. At ont tia* I vi« Dirtctor of th« Johnson County 
Nontil HtiXth Conttr ind I i» currontly in the privito pr>ctict 
of poychiatry. 

I «« «l«o 1 former preeident of the Kineie Peychiitric 
Society. 

I IB pl«ij:ed thit you i«)ced ne to give Teetinony before 
thi« HOUSE SELECT COMMITTEE ON AOINO and note that you particularly- 
vanti 

1. a brief overview of the mental health iaeuee facing 
the tlderly. 

2. What are the.problene of acceee to aental health 
eervicee of the elderly living in rural areab. 

3. innovative eolutions to theee probltwa. 

1. OVIRVIEW 

The •Iderly, vherever they may liv«, ahare the common 
probleae of growing older f yet thoee living in rural areae 
report a more difficult time coping vith theae probleae than 
do their urban coonterparte. Large dletancea and lov population 
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dcntititi coBpound tht dlfficultiti of lov rttlrmnt Incont, 
lick of trantportition» intdequttt ncdicil circ* little or 
no atdlcil Iniuranct coverage/ ignorance about facilities 
and aervicee vhere auch ia available and poor houeing. 

All theee factore are being addreased and considered 
in this hearing and* indeed * in nost cases several factors 
are operative such that vhere excellent care can be rendered 
in one area only to be underminad by another factor—for exanplet 
good care at a clinic but living on a marginal diet and not 
having fundcto fill a prescription. 

VThere there is economic dietreer there is a snovball 
effect r many elderly have seen their life's vork plummet 
with the depresaed farm economy-^farm foreclosures cause financial 
difficulties in the locality's banks* lending institutions, 
and sn^ll businesses— a loss >f personal income and reduced 
tax base— thsn reduced local > -jaith ssrvices, partial or complete 
closure of rural hospitals and *. disruption of social service 
programs — and turnover and loss of health service personnel. 
Tough choices have to be made t many forego much needed medicbil 
care— they go vithout insurance — put off seeing the doctor— 
many go without necessary care because they cannot afford 
■srvicss not covsrso by Msdicare. For sxamplet a $600.00 
hearing sid is not covered by Medicare — these people become 
more and more isolated vith poverty* depression and deafness, 
yet each factor is "treatable". 
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•Yott iroa't get a famr to coer into a aantai health 
center and flU oat forva. Their probieae ere aivays 
oaderetated and aental health profeeeionaie have 
not realised hov ouderstated tfcer are eo they believed 

i?!'I#^J?4^vf Probie. Kt have to change our 

vay of thinking.* 

(Jean Biuadeii-iova) 

The independence aad.stoiciea that enabled faraers— and the 
fam coMtmity to eurviye off the lead ire nov liabiiitiee 
vhcn it, cones to recognising their need f or, end asJcing for 
help* 



— Hft have to change— that i8# ve the caze givers need 
to leirn to develop coordinated, coOi*eratlve prograas tailored 
to special needs* 



If a psychiatrist can't be flexible, why should he' expect 
his patient to be able to leam nev ways of coping? 

There are nuaerbuB atudiss including one from Kansas 
State Onivereity that find bttveen 12 and 23 percent of a 
aostly mr«l elderly population shoved significant psychiatric 
eyaptOBS. Hovever, only one percent of the frail elderly 
population studied had sought m«ntal health services ♦ Many 
also had physical la well as emotional problems md felt isolatsd 
from family and friends • 



A Oni^. sity Of Missouri study found all the vomen and 
most of the sen in families forced out of farming by finances 
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inrm dsprssMd during thtir f inancinl dieficulti««* Htlf 
thm Mil and tbr««-qu«rt«ri of th« vonsn continusd to b« d«pr«ta«d 
Mftmx tott« financial asttleKent vas reached* This atadr noted 
incraaasd aicoholiamr autostancs abua^if •notional vithdraval 
and phyaical abuae. 



Of related intsrsat, atudisa at U.CL.A. and in N«v York* sUwc«( 
tirica th« nuBbsr of rural adolsacsnta vore nodaratsly or asvarsly 
dtprsaasd comparsd vith city youth. 



2. ACCESS JO CARE 



Other vitncaaea vill elaborate ons 

a* Lack of transportation # long distances* 

b. Xisck of avareneis of serviceG. 

c. No insurance or Inadequacy of insurance coverage. 

d. Reluctance to use "vexfars** or public services even 

if they are available* 

e. Lack of basic services as veil t^s paucity of specialist 
servicer . 

-'f . Our itedical schools do not do a good job preparing 
a phyaician or nurse to deliver health care in rura 
aettinga* Thia also appliea to geriatrica Many 
phyaiciana do not knov hov to cope vith the older 
patient who is frightened or hard of hearing. They 
alao need to becone .senaiticed to the often unapoken 
ne«d^ of thtf *imt vldmc patient. 

g. County Public Health 2)epartt^ent8 night consider a 

traveling health van to do acreeninga and aeeeaanenta. 
If they don*t cone to us* then ve go to them. Specialists 
could participate on a rotating basis by attending 
clinics aet up at exiating senior citizens' centers 
on a acheduled baais. 
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n. Atsist ctenunitl«« to train local pmoplm in rural 

areas to provid* horn car* and respite care, (tleighbor 
helping neighbor*— "a rural job-ban)6 

i. The endangered rural hospitals with low occupancy 
ritis will need help to be innovative and flexible. 
Should they house the County Health Departaent« 
the CoHunity Jtontal Health Center and, yes, even 
the local drivers license bureau so people waiting 
for service can beccne informed of their cowsunity 
health services? All services need visibility. 

3* 8EEKIK6 IMNOVATIVa SOLDTIONS 



In 1963 When I becaae Director of the Johnson County 
Kcntal Health Center we had a very liaited budget, m meetings 
with our County Comaissioners I found that they expected 
ae to function sonewhat in the traditional psychiatrist 's 
role-teeing patients in the office for the usual one hour. 
With 3 professionals we could never hope to meet the needs 
of the community. 

I Started building a network of "other care-givers", 
meeting with them regularly on a weekly basis: 
a. public Health Nursea e 
b» Social Service Workers 5-3 usually 
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c. Juvtnilt Probation lUff € 

d. School Xorifti 22 
School Coung«lort 14 

Total: ovar ^ 
So within a faw sontha tha Nantal Raalth Cantar ataff of 
3 had grown to a natworJt of over 35 additional oaaa workara 
WITHOUT AIH>mOKAL BUDGST but with a Wttalth of craativa* 
innovativa, anthuaiaatic *part*tina* ataff aaiobara. 

^r?^93ia was given to learning to recognize atreas^ 
in adult a and children # caae finding and evaluation of faailiea 
in diatreaa. Sach me»ber extended the effectiveneaa of 

their own job. 

I ur9ed theae profeaaionala to not only keep recorda 
of the many valuable aervicea they rendered^ but iBore istportantly, 
to keep good recorda of the aervicea that they recognized 
aa needed but which they could not provide* Thua 

over the courae of aeveral yeara they had facta and f igurea 
to back-up their own budget requeata for ^bre peraonnel 
and training, 

The Mental Health Center 9rew in many waya but noat 
Isportantly in recognizing thet many problem familiea or 
individual aituationa were multi''factorial» that ia^there 
were many problema/ many cauaationa requiring much coordination 
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of Mzvieeo to achiovt aolationt. 

Daring this poriod CW63-67) the Meatml Hotlth conter 
Ult it had a rolo to pl.y in caring for the petient returning 
to the coMuiiity after « .t«y at the State Xental Hdepital. 
^ Cooperative Aftercare Pro ject (CAPI h>i« iu beginning. 

The Mental Health Center had monthly meetings of repreienta- 
tives froflit 

a. ,^hd State Hoepital (Social Service) 

b. Scclal welfare Departaent (County) 

c. Public Health Huraes (County) 

d. A miniater. repraaenting the Miniaterial Alliance, 
e; Mental Health Aaaociation 

f. Vocational Rehabilitation (Job Training) 

g. State Ei^loyaent Service. 

They cue prepared to diacuee ^at they could offer in such 
a caae aas 

■Mr. AB, 54 year-*old becana an alcoholic and loat hia 
job (printer) during the lengthy terminal iHneaa of 
hia wife. He became profoundly depreaaed when ahe 
died, end became further behind in.hia rent. As he 
waa uninsured h« waa aent to the state Hoapital for 
care and treatment." 

We are now told. he will be ready ao on to return to 
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our eoattttnity* Whtt lervicei do«i h« naad* irtiat can 
\m of f«r hi«7 

Mhat was to dif farent about C.^ wai that tha dif farant aganciai 
countad thesaalvca in by of faring a conatallation o£ aarvieaa; 
a eaaa coordinator vaa daaignatad aa a caaa aanagar. Bach 
aganey laamad a great daal about tha raaoureaa and alcilla 
and paraonalitiea of their si iter agencies and did KOT faal 
ovanrtialaed'With the sole raponsibility for a difficult 
case* 

We requested and received funding from United Way for 
a social worker coordinator for our Cooperative Aftercare 
Project (CAP). 

The patients, their families, the conssunity and the 
several agencies all benefited from this CAP vhich did 
KOT require extensive funding^'-just a new way of working 
together. 

I believe that CAP can serve as a model for: — 

Cooperative AGING Projects 

Cooperative ALCOHO?;»ISMiiProjQets 

Cooperative ADDICTION Projects 

Cooperative AD0I»ESCENT projects 

Cooperative AIDS Projects 
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S^tigaing « project for th« Hurtl tldtrly I would like 
to m— «bat could h% done involving the traditional agenciei 
but adding repreeentetivea front 

Agrlculttirel Xxtenaion Service 

Grange 

Young Panneri Organiiatiom 

I'ocused Volunteer programa from our Civic Groupa and 

m 

Look, to ncwapaperj, radio and TV for Public Service 
Announccmenta atrcaaihg that we are indeed our 
brother's keeper. 
Paderal, State and County Tax aoneya certainly ahould be 
considered but realiatically l know it is unlikely to be 
foxthcoming in inpoveriahed rural areas, 

therefore 

it ie incumbent on u« to develop Innovativaf creative and 
cooperativ e prograna to »ect the special rental, phyaical, 
social and health needs of the rural elderly. 

P.S. Keep a record of the needed aarvicea you can't provide, 
eventually with croaa-fertiliiation of ideaa and help 
from othera you will create new eolutiona— different 
but none- the- lea a effective aniwers. 
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• Mandiftg of Brolon H»artlan d**i Coonunity Reaponee to 
the rarM Criilt* 

by Joyc« B«rr«tt, 1987, Synergy Pijblishing Group, Capital 
Publication*, Alexandria , Virginia • 

St«tM»nt by Elaanor Wilcox befora Senator Quantin M. 
Burdictz at a Regional Hearing of the Senate Rural Health 
Caucus at Bismarck, N.D. on August 17 » 1987. 
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